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ABSTRACT

The final report of the Health Start evaluation of the second year
(1972-73) is organized in three separate documents. This paper presents
a detailed description and analysis of the Health Start program and extensive
health data on approximately 10,000 children enrolled in the program. It
also provides conclusions and recommendations for Head Start and other child
health programs.

Health Start: Summar of the Evaluation of the Second Year Program
(U.I. Agency Report 964-5) is available on request from The Urban Institute.
It consists of an overview of the evaluation findings and results and
summary of conclusions and recommendations. It also presents answers to
the research questions posed for the evaluators by the Office of Child
Development. The Urban Institute's Health Start Analysis Plan for the
Second Program Year (U.!. Working Paper 964-2) which includes the evaluation.
and data collection instrument also is available on request from the Institute.
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CHAPTER I

OVERVIEW OF REPORT AND SUMMARY OF MAJOR
FINDINGS, CONCLUSIONS AND RECOMMENDATIONS

A. Introduction

In July 1971, The Urban Institute began the evaluation of the Health

Start program under a grant from the Office of Child Development (OCD) in

HEW. Over the course of the two years, the Institute prepared four tech-

nical and two non-technical reports for OCD.
1

This report is in some ways

the evaluation of the two-year experience because Health Start in the second

year differed little from the first year program and many of the tentative

conclusions made in the first year evaluation were either confirmed or ex-

panded in this evaluation report.

This report details the history and characteristics of the Health

Start program, explains the evaluation design and methodological problems

in the study, describes the background and health characteristics of the

children, and delineates the conclusions and recommendations emerging from

the evaluation.

B. OCD Research Questions

At the beginning of each Health Start year, OCD posed research questions

about Health Start for the evaluators to answer. In each program year, the

1. The Urban Institute papers and reports prepared as a part of the
Health Start evaluation are: Joe N. Nay, et al., Health Start: Interim
Analysis and Report, January 3, 1972; Nancy Perlman, Health Start: Profiles
of Selected Projects, April 1972; Leona M. Vogt and Joseph S. Wholey, Health
Start: Final Report of the Evaluation of the First Year Program, September

1972; Garth N. Buchanan and Leona M. Vogt, Health Start Analysis Plan for
the Second Program Year, August 1972; Leona M. Vogt, et al., Health Start:
Year Two Interim Status Report, December 1972; and Jean Lawlor and Katryna
J. Regan, Health Start Profiles - Year Two, May 1973.
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Institute developed evaluation instruments to collect data in order to answer

the questions. The two major groups of questions for the 1972-73 evaluation

were the following:)

(1) How can health services for low-income children best be
coordinated? How feasible is coordination of federal,
state and local resources to meet the children's needs
for detection, treatment, entry into an on-going health
care system, and health education?

(2) What are some innovative ways to provide health detection,
treatment, entry into an on-going program and education
that could be adopted by summer and full-year Head Start
programs? What new ways to provide these services are
relatively inexpensive, work well and offer promise of
reproducibility? What examples of experimental approaches
developed by Health Start can be recommended for wider
adoption in child programs?

These questions were followed by a series of sub-questions, some of

which dealt with project performance in meeting the program goals.

Because of the program design, the extent to which the evaluation could

yield information to answer the impact questions was limited. Health Start

was not designed to test systematically various approaches to delivery of

health care through use of project models. Therefore, because of the many

community, project and health service variables at work, only tentative

conclusions could be reached about the factors affecting project success

in reaching the program goals. If in the second year of Health Start or in

a renewed third year OCD had tested particular hypotheses and imposed some

structured design on the Health Start projects, the:.. might have been greater

informational bonefits from the program.

1. The complete list of research questions appears in Chapter II on
pp. 11-5 through 11-7.



1-3

C. Answers to OCD Research Questions

1. Coordination of Resources

The major OCD questions about coordination-of resources dealt with

best approaches to, and feasibility of, service coordination. HEW agencies

and Health Start projects expended various amounts of effort negotiating for

health care services and funding. But the only true measures of the feasibil-

ity of coordinating health resources are the number of projects reporting use

of HEW and other resources, the number of services paid by other agencies,

and the value of the services used.

Therefore, the OCD questions and their sub-questions have been trans-

lated into measurable terms in order to answer them more precisely. Each

question will be stated, then followed by as definitive an answer as possible,

given the quality of the relevant Health Start data.

Question: How many projects reported using other resources for
detection of health problems? for treatment of children?
for health education?

Projects varied greatly in the amount of screening services that they

secured at no coat to Health Start. Of the 26 projects reporting coordination

data (out of a total of 30 projects), 20 projects received some coordinated

services for detection of health problems. Three of the projects reporting

no use of outside resources contracted for a year's health care for the chil-

dren enrolled and paid for all care except immunizations.

Projects reported, but often did not submit estimates of value for two

types of donated services--treatment of health problems and health education.

Twenty projects reported using other resources for treatment of Health Start

children--primarily for medical care. Because most projects gave little

emphasis to health education, few reported using other resources for health

education or staff instruction.
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Question: 141:4t percent of each type of screening and treatment
service was paid by an agency other than Health Start?

A high percentage of the tests given were provided through some other

public agency or private resource. However, because the services were not

of equal value,' the total reported value of the coordinated services that

can be estimated was not high.
2

Three of the more expensive services--medical

screening, dental screening and dental treatment- -were usually paid by Health

Start funds. Although precise cost data were not available, most of the

costly medical treatments, like heart surgery, were financed by other agencies.

Question: Were particular programs--like Title XIX - Medicaid and
Title V - Maternal and Child Health--used by Health
Start projects?

Only two projects had children who were ineligible for or not enrolled

in the Medicaid program. The rest of the projects theoretically could have

used Medicaid to pay for some of the health services, however, only 10 of the 30

projects did so. One reason for this limited use was that most states had

not implemented the Medicaid Early Periodic Screening, Diagnosis, and Treatment

(EPSDT) regulations early enough in the Health Start year. Therefore, most

services for which providers could be reimbursed involved follow-up treatment.

Eighteen projects made early efforts to reach an agreement with the

state Medicaid agency over use of EPSDT; yet no Health Start projects ne-

gotiated early agreements. Over the course of the year, all except nine

projects discussed EPSDT with state Medicaid agencies. Two projects reported

using EPSDT for a limited number of health services, and one Health Start

project staff secured an EPSDT provider number from a state Medicaid agency.

1. See Chapter VII for estimated costs of health services. The es-
timated average cost, for example, of a blood test ($2.50) is low relative
to the estimated Value of a dental exam ($11.50).

2. For every OCD grant dollar, Health Start projects generated 20 cents
in coordinated services.
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The. Maternal and Child Health program (MCH) used moat extensively was

the State Formula Grant program,
1
which provided immunizations, hearing, vision

and some dental screening, training workshops and nutrition counseling. Of'

the 19 projects using the Maternal and Child Health program, one had to nego-

tiate for new MCH State Formula Grant services, while the others already had

access to the MCH services because of previous arrangements with the local

Head Start project or because the services were readily available.

Not as many projects used the Crippled Children's program as used the

MCH state formula grant resources (13); yet more projects reported having

access to Crippled Children's services (whether they used them or not) than

services provided through MCH. The other major federally funded MCH programs

--project grants for Children and Youth, Special Dental Projects for Children,

. and Maternity and Infant Care--rarely were used, primarily because they were

not located near Health Start projects.

Question: Were HEW and other agencies used by Health Start able to absorb
the additional patient load without excluding other individuals?

k.eci Data from the local HEW agency interviews did not reveal that the added

TA.-1 case load resulting from Health Start had great detrimental effects--in terms

of reducing the number of patients served or the range of the services offered.

Several local public health departments reported being understaffed and,

.14111 therefore, could not offer more than immunization clinics. Projects reported

that state Crippled Children's agencies were short of funds which limited

their services. However, because most public health agencies take patients

on a "first-come" basis, few agency personnel could predict what the impact

of Health Start would be on their agency service.

1. Title V maternal and child health services, a program of matching
grants to states.
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Of the seven projects that used Community Mental Health Centers, three

paid fees for services given to the Health Start children. Because of their

own funding problems these agencies seldom offered free services to Health

Start children. In other words, Health Start grant resources were "coordinated"

(used) by these agencies.

2. Project Performance in Meeting the Health Start Goals'

gmeltila: Did the projects enroll the number of children
they planned to enroll?

Health Start projects identified in their proposals the number of children

they intended-to enroll. Most of the projects (20) reached 90 percent (or

greater) of their enrollment target. Four projects enrolled less than 50

percent of the number of children they planned to serve, and three enrolled

substantially more than planned. The size of projects ranged from 88 to

864 children,with the median project having 280 children.

question: What percent of the children had their
immunizations brought up to date by
Health Start?

Nineteen percent of the children entered Health Start with their immuni-

zations up to date. An additional 35 percent were on schedule at the end of

the program year. Forty-six percent needed additional'immunizations or had

unknown status. Two projects "completed" less than 10 percent of the children,

and one project provided all the needed immunizations for over 90 percent

of the children enrolled.

Question: What percent of the children were tested and
what types of health problems were identified?

The average enrolled child received 4.4 of the seven required tests and

0.8 optional tests. Nine percent of the Health Start children received no

reqdired tests and 20 percent received all seven. Forty percent received
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no optional tests and 20 percent received at least two optional tests.

Seventy-our percent of the children across all projects got a medical exam

and 61 percent of the children considered old enough for dental screening

received a dental exam.

The moat common health problem among Health Start children was dental

disease: slightly over half of the children receiving dental exams needed

some type of restorative work. Predictably almost all of these children

were over three years of age. Twenty -seven percent of the children

receiving a medical exam were found to need medical treatment.

The five most common medical problems detected in Health Start children

were (1) nutritional deficiencies (5 percent of tested), (2) acute upper

respiratory diseases (4 percent), (3) ear diseases or infections (3 percent),

(4) skin disorders (3 percent)-and (5) various types of herniae (2 percent).

Recent data on a Sample of Head Start children' indicate that Head Start

children share similar types of medical problems (if one considers the results

of all screening teats). Of the five most frequently occurring problems

reported for Head Start children--skin, vision, speech, tonsils and adenoids,

and malnutrition--all but one (tonsils and adenoids) were the same as the most

frequent problems in Health Start.

A wide variation existed across projects on the percent of children

found to need some type of healthcare. For example, four projects found less

than 5 percent of the children receiving a medical exam needing treatment, while

1. Data are for Head Start children in one OCD region and represent
children in four states (Arkansas, New Mexico, Oklahoma and Tcxas). Source:
Summary Data for Phase II of the Head Start Health Planning Assessment Report,
(prepared by Region VI Health Liaison Specialist for reporting to American
Academy of Pediatrics).
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five projects found more than 50 percent of the children tested needing

medical treatment. A wider variation existed in the dental area. Of the

children receiving dental exams,'two projects found dental disease (needing

care) in less than 10 percent of the children and five projects found dental

problems in more than 95 percent of the children.

Question: What percent of the children tested and found to need
treatment actually completed treatment?

As with other project characteristics, Health Start projects varied

greatly in completing treatment for the health problems detected. Data show

that two projects completed no treatment, while another completed treatment

for all the problems found. Approximately 80 percent of the children

needing dental treatment completed it before leaving Health Start. Fifty-

three percent of the children who were tested and needed medical treatment

completed their medical work and an additional 21 percent with medical problems

requiring continuing care had arrangements made for on-going care or surveillance.

Questions How was health education provided to children, parents and
staff? What was the content of the health education pro-
gram? What did staff, parents and children learn about
health? How was the health education knowledge put to use?

Some health education was given in the homes, some in day care centers,

some at evening sessions, and a great deal of what was called "health educa-

tion" was given to the children and parents on the way to a physician's office,

or while in the waiting room. One project set up no health education en-

counters, while another had encounters for 98 percent of its parents and

children. Over all, 55 percent of the children and 64 percent of the parents

received some form of health education instruction. The average number of

encounters was 1.3 for children and 1.6 for parents. One project held an
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average of over five health education sessions for both parents and children.

Eight coordinators developed promising health education programs, however, the

other 22 projects invested little time in developing their components and

consequently ,fttle health education took place.

Few projects reported planning extensive training sessions for staff.

One regional office conducted, as in the first year Health Start program, a

dental workshop for the Health Start staffs in the region. Other projects

reported staffs were trained by state agency personnel in such areas as

nutrition. Several Health Start staffs benefited from local Head Start

training programs.

Almost all projects covered such basic topics as toothbrushing, some

tailored specific instruction to local health needs, and about half included

consumer health education for parents. No conclusions could be reached about

what staff, parents and children learned from the health'education component.

Because of the small amount of health education given Health Start children

and their parents, the Institute's plan to conduct a survey of the Health

Start parents near the end of the 1972-73 program to determine the impact

of health education on children was dropped.

talestqon: How many children entered an on-going prevention/treatment
health delivery system as the result of Health Start? How
will their future care be funded?

For future care, Health Start linked 28 percent of the children to the

same medical services used during the program year and 31 percent to the

same dental services. The remaining children would receive "unknown" care

or would continue using the sources they had used prior to Health Start.

Medicaid would provide funds for medical care for 20 percent of the

Health Start children and for dental care for 16 percent. Some other Health



Starters planned to utilize migrant funds, health insurance, 0.: other sources.

Funds for futurt% medical care were either unreported, not known, or non-existent

for 70 percent of the Health Start children and funds for future dental care

were either unreported, not known, or non-existent for 77 percent of the children.

3. Relationship of Project Results to Community Characteristics

Question: How are Health Start project results related to
community characteristics?

For the purpose of this analysis, Health Start projects were divided into

four groups: urban, rural, mixed (urban and rural) and migrant.

Generally, urban and migrant projects did worse on most measures than did

other types of projects with two exceptions: (1) urban projects gave more

tests per child, and '(2) migrant projects found the highest proportion of

health problems in the children tested. Urban and migrant projects completed

treatments for a smaller percentof those children needing treatment than did

the other projects. Three of the six urban projects completed less than 50

percent of treatment needed while less than one-fourth of all other projects

completed less than 50 percent of needed treatment.

In general, migrant children received fewer services than did other Health

Start children. Migrant projects had generally below average performance and

tended to have low per-child expenditures. Migrants were much less likely to

be eligible for Medicaid and less likely to have had previous medical or dental

care. They received fewer tests, even though in two of the three migiant

projects the average number of abnormal conditions per test was very high.

The reported future health care status of migrants was considerably worse

than for other children.



4. Relationship of Project Results to Pre-Existing Medical Services

Question: How are Health Start project results related to
pre-existing medical services?

The amount of health care resources available (as measured by the number

of physicians per thousand people in the community)1 did not have a detectable

influence on project performance. The distributions of performance among Proj-

ects with high medium, and low amounts of health resources in the community

were not markedly different. However, it is of interest to note one anomalous

situation: the three projects with the fewest completed treatments, both per

enrolled chili. and per treatment needed, all were in communities with a high

number of health resources, while on the other extreme, the project with the

highest number of treatments completed per enrolled child had only one active

physician in the community. Thus, one can conclude that the presence of an

abundance of health resources does not guarantee good project performance,

nor does a paucity of resources inevitably lead to poor performance.

5. Relationship of Health Start Project Results
and Project Characteristics

Question: How are the Health Start project results related
to project characteristics?

Some project characteristics seemed to be related slightly to project

success:
2

having no delays in project start-up, having experienced health

coordinators, being experienced Health Start projects, conducting multi-

phasic screening and doing relatively high number of staff-administered

screenings.

1. Distribution of Phyeicians in U.S. 1971, American Medical
Association, Center for Research and Development, Chicago, 1972.

2. Project performance was measured by the amount of health services
given (including health education) and the extent to which future care
arrangements were made. See page VI -16 for complete list of output measures
used.
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High project peformanee was related to nurse-coordinators higher per

child grant expenditures high rates of staff time per child enrolled, and

relatively small numbers of children enrolled.

6. What innovative (effective) approaches to health services delivery
have been developed that could be used by summer or full-year Head
Starts?

Definitive guidelines for assuring effective approaches to health

service delivery could not be derived (with high confidence) because of the

program design. However, the evaluation produced data on cost estimates for

various components, prevalence of health problems, and availability of serv-

ices, as well as the effects of some project characteristics on project per-

formance. Thus, while tested models of innovative approaches cannot be

advanced, a sufficient data base has been developed and presented to support

OCD in planning health components for summer and full year Head Starts.

D. Major Conclusions and Recommendations

1. Coordination of Resources

Health Start reinforced the hypotheses that it is difficult, if not

impossible, to change existing institutions (even temporarily) without mandat-

ing or legislating change. As Dr. Charles Gershenson, former Director of

Research for the Children's Bureau stated about federal agency efforts like

coordination:

The approach has been primarily magical combined with a strong
wish-fulfillment phantasy. For the most part these terms [coordina-
tion, service integration, and unification] are not defined nor their
implications fully thoughtthrough. There has been almost total reliance
upon empiricism without any attempt to translate social science and
administrative science concepts and theory. The approach is mechanistic
while at the core is a culture which promotes individualism and competi-
tiveness which are antithesis to altruism and communal activities and
rewards. For the most part the various coordination schemes are some
form of power centralization and the struggle is betweenithose who
must part with power and those who gain in the exchange.

1. Charles Gershenson, Ph.D., "Identification of High Priority Topics
for Research in MCH," Report of the National Conference on Research in
Maternal and Child Health, University of California School of Public Health,
Berkeley: May 1973.
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Health Start experience with "coordination" confirmed the Gershenson

theory in that: (1) there was no clear definition of the functional meaning

of coordination or apparent understanding of how it was to be accomplished,

(2) there were no incentives for HEW agencies to work together, and (3)

there was no clear understandin3 of the locus of responsibility for the

effort. Therefore, in only one instance, when HEW national and regional

staffs worked together and with a Health Start project coordinator, did any

tangible results occur (in terms of functional changes of agencies and pro-

grams). That one case involved the negotiation of a Medicaid Early Periodic

Screening, Diagnosis and Treatment (EPSDT) contract between the state

Medicaid agency and a Health Start agency. The rest of the activity termed

"coordination" involved (1) some discussions and meetings of various HEW

staffs and (2) some negotiations of Health Start projects with numerous.

agencies (some federal, but primarily state and local) for specific health

services.

The results amounted to Health Start agreements with individual agencies'

for particular types of service for all or some of the children, or less

frequently, a regimen of services for all the Health Start children. Only

in a few cases did agencies change the delivery or the amount of care that

they provided to other pre-school economically disadvantaged children.

Consequently, it seems that Health Start projects were advocates for the

Health Start children entrusted to them but not for the great numbers of poor

children in that same age group who need health care. Health Start's

coordination efforts proved fallacious the theory that there are vast poten-

tial health resources for children waiting to be tapped.'

1. The one exception could be Medicaid's EPSDT program. However, it
could only benefit one-third of the Health Start population--those eligible
for Medicaid benefits.
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Because the ability to coordinate is somewhat dependent on what exists

in the community, it is difficult to predict the feasibility of a local Head

Start successfully "coordinating" (using) health resources. However, Medi-

caid funds should be generally available to children eligible for Title XIX

benefits. Therefore, Head Start projects should use Medicaid to the extent

possible.

Securing a Medicaid-EPSDT provider number for several projects could be

easier than obtaining an EPSDT contract for a single Head Start. Therefore,

regional Offices of Child Development (possibly the AAP Health Liaison

Specialists) should work with state Medicaid agency staffs to secure EPSDT

contracts for several Head Start projects. If Head Starts cannot negotiate

successfully an EPSDT contract, then they should refer whenever possible

Medicaid children to local EPSDT providers in order to take advantage of the

Medicaid program and reduce the coat of their health components.

2. Detecting Children Needing Health Care

Health Start data show that the following tests should be given

first to find the children most likely to need care, especially if funds are

limited:

a. Priorities in Screening

Because blood teats are relatively inexpensive and eeem to pre-

dict serious health problems they should be given first (along with immuni-

zations). Since hematocrits are more precise testsy
1

they should be given

instead of hemoglobin tests (if only one blood test is given).

1. The disadvantage of using hemoglobin level as an approach to
nutritional anemia is the difficulty in identifyint the abnormal state when
the normal cannot be clearly defined. See C.A. Finch, M.D., "Criteria for
Evaluation of the Status of Iron Nutrition," AEtlaulijImaimgirm
Deficiency in the U.S., National Academy of Sciences, Washington, D.C., 1971.
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Because over 50 percent of the Health Start children over

three years of age need dental treatment, dental screening could be elmin-

ated. Instead, all children could be sent to the dentist for fluoride and

curative treatment. (Because of the dramatic effects of fluoride on the

dental health status, the least expensive types of preventive treatment

is fluoride.)

Priorities of Children to be Screened

Children who have had recent medical care (especially crisis

care). They tend to need medical treatment.

Young children (under three) who are small for their age. They

have twice the number of ailments as young children of normal size.

Children who have abnormal blood readings. They tend to have

serious medical conditions.

Children who are not exposed to fluoridated water. They had a

substantially higher number of dental caries repaired and extractions (a

measure of the incidents of dental problems).

3. Measurement Problems in Screening Program

In six of the eight required tests, the variability among projects

in referral rates was more than one would expect to find due to the true

variability of health status among children.

Even though the Health Start evaluation was not to include an assessment

of the quality of the care given in the program, the variability across proj-

ects in costs and in detection and treatment rates points to a need for further

study to design a low cost/high yield health screening program for children.



1-16

4. Cost of Program

Data on Health Start cost and prevalence of health problems reveal

that if all required tests and screenings were given to a group of 100-200

children (from birth to six years of age) and all needed treatment were

completed, it would cost an estimated $200 a child. If the same overall

amount of donated services were received as in Health Start, the cost of

serving the same age group would be $113 a child. If only children over

three years old were served, the total coat of providing them with Health

Start-like services would be $219 a child ($129 a child with "coordination").

Cost data similar to those presented in this report could be used in

the Head Start program not only for Congressional budget requests but also

in reviewing project proposals and budgets. If OCD required Head Start

grantees to prepare budget justifications for estimated health services costs

(including those expected to be incurred by some other agency), Head Start

projects probably would be more successful in planning and budgeting for

their health service components than were Health Start projects.

Health Start failed as a "demonstration" because of the nature of the

program--no design, no expectations stated, no problems defined. Yet much

was learned about the health care needs of poor children fAba birth to six

years of age. The evaluation did yield enough data on project approaches

so that program models can be developed which may be adopted in the Head

Start program. As an operational program, Health Start did provide health

services to 20,000 children.



CHAPTER II

OVERVIEW OF THE HEALTH START PROGRAM AND THE EVALUATION

The Health Start Program

1. Background

In the fall of 1970 Dr. Edward Eisler, then director of the Office

of Child Development (OCD), addressed a meeting of the American Academy of

Pediatrics (AAP). He identified as a high OCD Priority the provision of

health care to low-income pre-school children, already one of the goals of

the Head Start program. He proposed the establishment of a demonstration

program similar to Head Start that would develop new techniques for health

service delivery and provide health care for a larger number of children

than served in Head Start.

On January 22, 1971, OCD planners met for the first time to consider

an operational strategy. Within the next month, more meetings helped to

formalise the plans for a small national programli-and by mid-February,

the OCD Assistant Regional Directors (ARDs) received the Health Start guide-

lines. Each regional office was expected to assign a staff member the

responsibility for regional Health Start planning, site selection and

project monitoring. The regions had three and one-half months to develop

plans and to solicit, review, and submit proposals to the national office.

By early May 1971 most of the 29 project sites had been selected. By late

1. The 1971-72 national Health Start budget was $1,205,200 (which
included $251,000 from the Region VI Head Start monies), and the 1972-73
budget was $1,376,183 (which included a larger commitment of Region VI and
additional money from the Indian and Migrant Program Division).
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June, some projects had hired their staffs, sent coordinators to a training

conference in Washington, D.C. and begun operations.

Health Start served approximately 20,000 children over two years-10,010

from June 1971 to June 1972 and 9,835 from June 1972 to June 1973.
1

The first

year program operated at 29 sites and then in the second year program at 30

different sites across a total of 28 states and Puerto Rico. Health Starts

were located in cities, in isolated rural sections, and in areas covering

both a city and its surrounding areas.

Usually Health Start projects were located in Head Start communities and

were, in some cases, indistinguishable from the Head Start program. However,

most projects took advantage of guideline flexibility. For example, they

chose to serve children from birth to school age or only three, four and five

year olds, to operate temporary clinics or schedule individual appointments

with physicians and dentists, or merely to:add a health care component to

existing day care centers. Their target areas were as limited in scope as a

New Mexico logging camp and as broad as 10 Oregon counties.

Because the 1971-72 program was completely decentralized,
2
program

responsibility fell only on those working at the project level. In both

program years, each Health Start project was to have a "health coordinator"

hired for a full year to oversee the administrative duties and to ensure

that the children received needed care. In some cases, if the coordinator

was a nurse, he or she also provided some of the health services.

1. The national goal for the 1971-72 program was to serve 10,000
children, and the expected number to be enrolled in the 1972-73 program
year was 12,240, at planned per child costs of $120 and $114 respectively.

2. The administrative structure for the 1971-72 Health Start program
was weak with no real accountability at the project level, the regional
level, or even at the national level.

--)
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The 1971-72 program had no national director, and except for help from

the AAP consultants assigned to the program, the first year projects re-

ceived little technical assistance in the development and operations of their

programs. Because of the obvious need for program direction, especially in

such a demonstration effort, a national Health Start director was appointed

for the 1972-73 program.

The 1972-73 Health Start program differed little from the first year

effort. However, planning for the 1972-73 program resulted in the following

changes or additions: (1) the appointment of a national director, (2) more

precisely stated guideline requirements, (3) exclusion of children previously

enrolled in Health Start or Head Start, and (4) greater involvement of other

HEW agencies in the planning and operation of the program.

2. General Requirements

Health Start projects were to carry out the following national ob-

jectives: (a) "coordination" (utilization) of HEW and other existing health

resources, (b) provision of health cure to children enrolled, and (c) de-

velopment of new techniques to deliver that health care. Each Health Start

child was to receive a minimum regimen of health services to include:

"...Detection Program of Required Services: Detection services
must include screening linked with subsequent diagnostic
assessment. Minimum detection services required are:

1. Medical and developmental history
2. Determination of immunizations needed
3. Physical screening
4. Laboratory screening through hematocrit or hemoglobin

determination and urinalysis
5. Vision and hearing screening
6. Preliminary dental screening to establish priorities

for treatment"



"...Treatmentlogram Linked to Detection Process: An organized
treatment program must include:

1. Treatment of all health problems detected
2. Providing needed immunizations
3. Basic dental care services defined as follows:

a. Diagnostic examination including x-raye
necessary to complete needed treatment

b. Dental prophylaxis and instruction in
self care oral hygiene procedures

c. Topical fluoride application
d. Restoration of carious (decayed) teeth

with silver amalgam, silicate cement,
plastic materials, and stainless steel
crowns where indicated, with careful
consideration for the health of the
dental pulp.

e. Extraction of nonrestorable teeth and
other services required for the relief
of pain and infection."'

Projects could also include--for some or all of the children--additional

tests for such conditions as sickle cell anemia, lead poisoning, strep throat.

Besides ensuring that each'child receive all needed health care during the

program year, Health Start projects were expected to provide health education

to parents and children and to make arrangements for continuing care for as

many Health Start children as possible.

3. Coordination of Resources

The guidelines for both Health Start program years called for "co-

ordination" of HEW and other resources. This term, used extensively in the

Department of Health, Education and Welfare, implies action to reduce the

fragmentation of federally sponsored health care programs. Health Start

called for HEW action--cooperation and collaboration of three HEW agencies:

1. See Appendix A for 1972-73 Health Start guidelines.
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the Office of Child Development (OCD), Social and Rehabilitation Services

(SRS), and Maternal and Child Health (MCH)--at both the national and regional

office levels. The hope was that Health Start could demonstrate that HEW

agencies by working together could improve federal child health care delivery.

Health Start projects were expected to use various HEW and other resources

in order to minimize the cost to OCD of providing health services to,the

childrin enrolled.

B. The Health Start Evaluation

1. OCD Research Questions

At the beginning of each Health Start prOgram year, OCD posed a

set of research questions to be addressed by the evaluators. In the first

program year (1971-72), The Urban Institute developed a reporting system

and monitored the Health Start projects in order to collect data for

responding to the OCD questions about project performance. OCD formulated

another set of questions (similar to the first year questions) for the

second year evaluation. They appeared in the 1972-73 Health Start guide-

lines and included two major questions and numerous sub-questions.

(1) How can health services for low-income children best be
coordinated? How feasible is coordination of federal, state
and local resources to meet the children's needs for detec-
tion, treatment, entry into an on-going health care system,
and health education?

(2) What are some innovative ways to provide health detection,
treatment, entry into an on-going program and education that
could be adopted by summer and full-year Head Start programs?
What new ways to provide these services are relatively in-
expensive, work well and offer promise of reproducibility?
What examples of experimental approaches developed by Health
Start can be recommended for wider adoption in child programs?
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Some of the sub-questions, which were to be addressed in the evaluation,

are listed below:

(1) Is a service coordination approach feasible in delivering
services for children? This effort will evaluate the use of
Title XIX and other resources, including (but not limited to)
such questions as the following:

(a) In what ways were services coordinated in areas with many and
few'resources (as defined by OCD)?

(b) How was this coordination brought about?

(c) What was the anticipated and actual support obtained through
coordination? How much was required in direct payments to
provide what service to how many children? Under what cir-
cumstances was service coordination most effective? What
approaches worked best in areas with many and few resources?

(d) What resources existed in areas to be served? What new agree-
ments were reached?

(e) Were there any "trade-offs" in providing service through
Health Start that meant reduction in number of children
reached or level of care ordinarily provided by cooperating
agencies?

(2) Could the existing agencies absorb the extra load (Health
Start) or were Health Start children served in lieu
other possible recipients?

(3) How effectively did the projects meet the Health Start goals,
including:

(a) Number of children registered for specific activities
initiated by the program.

(b) Number of children served, type of health problem identified
and treatment provided.

(c) The success of the health education component.

How was health education provided to children, parents
and staff?

What was the content of the health education program?

What did staff, parents and children learn about health?

How was the health education knowledge put to use?

tv,
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(d) The success of the entry-into-an-ongoing delivery system
components how many children entered into an ongoing
prevention/treatment health delivery system as a result
of Health Start?

(4) How are Health Start project results related to community
characteristics? to characteristics of pre-existing
medical services? to project characteristics?

(5) What innovative approachss to health delivery have been
developed that could be ised by summer or full-year Head
Starts?'

2. The Evaluation Design

The Urban Institute developed an analysis plan for the second

year evaluation,2 based on the OCD research questions and on the Health

Start guidelines. The plan included extensive data collection from

the Health Start projects, both through project reporting and through

U.I. monitoring visits. Plans also called for interviewing HEW agency

personnel at the national and regional offices, as well as some state

health and welfare-personnel, public and private health agency staffs in

the Health Start communities, and local Head Start personnel.

Figure II-1 shows the major factors considered in evaluating the

Health Start program: the characteristics of Health Start children, the

communities, the projects; the role of the Office of Child Development

in the design and operation of the program; the use of other agency

resources in the Health Start program; and the attempts of projects to

meet the program goals.

1. See Appendix A.
2. See Garth N. Buchanan and Leona M. Vogt, Health Start Analysis

Plan for Second Propursayear, Working Paper 964-2, Washington, D.C.,
The Urban institute, 1972.
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Table II-1 presents a description of the main data sources used by the

evaluators. As a major part of the data collection effort, The Urban In-

stitute designed a Health Start information system to collect data from the

Health Start projects. Because the Health Start coordinators were responsi-

ble for reporting data for the information system, The Urban Institute

trained them in the use of the instruments at the beginning of each pro-

gram year.
1

Throughout the second year, The Urban Institute made periodic

checks to ensure that the reporting forms were being completed properly.

In addition to using the data to evaluate the effectiveness of various

strategies and to determine the impact of the program, information from the

monitoring visits was used to provide rapid feedback to OCD about: (1)

project compliance with the program guidelines and grant conditions, (2)

a project's managerial efficiency, and (3) the need for technical assistance.

-3. MethodAogical Issues Related to the Evaluation of the
SecondYtar Health Start Program

This section-of the report deals with methodological issues raised

by the evaluation design of the second year Health Start program. The

Urban Institute presented its analysis plan for the second year evaluation
2

(1972-73) to the Offipe of Child Development in October of 1972, and OCD

reviewed andapprove'd it at that time. This analysis plan translated the

Health Start guidelines developed by OCD and policy-relevant questions

(about the performance of Health Start) into research questions amenable

1. Several 1971-72 Health Start coordinators were consulted at the
end of the first program year concerning revisions of the evaluation in-
struments. They were particularly helpful in suggesting changes to re-
duce reporting errors and to increase the usefulness of the reporting
forms to the projects.

2. Garth N. Buchanan and Leona M. Vogt, Health Start Analysis Plan
for Second Program Year Working Paper 964-2, Washington, D.C., The
Urban Institute, August 16, 1972.
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PEST COPY Al/ARABLE

TABLE II-1.

SUMMARY OF MAJOR DATA SOURCES

Sotlriceittf:4 1 Content

Six report. between
January 1972 and
May 1973

See Chapter I, page 1
for a listing of
titles

1971-72 Health
Start Data and
Urban Institute
Aiwa and reports
on Health Start
evaluation

..._41_1029iiilLysta_.............soksli___....

Data,research findings,
results on two years
of Health Start

HEW and 00'
Docusarate

----,------------

Health Start and EPSDT

guidelines and national
end regional
correspondence

- -

Health Start
Planning Format

Project report on
availability, access-
Witty and use of
various HEW and other
health resources

Data
collected during
site visits and
in June 1973

Quality of date
varied greatly
from project to
project

Compendium pf
KEW Resources

Prepared by U*T- staff
to determine the HEW
health resources avail-
able for children 0-6 .

yeare of. age

- This document was
based on the HEW
Secretary's Child
Health Task Force,
tho U.S. Rudget,
i HEW interviews

Health Start
Project Profiles

List of HYq resources
potentially available
at each project loca-
tion

- Prepared as follow-
up to Compendium of
HEW Resources

Health Start
Expenditure Pori

Detailed breakdown of
project expenditures
and amount of health
resources coordinated

Submitted by pro-
jects to the Urban
Institute in October
1972 and June 102

Submitted quarterly
by projects to the
'Jaen Institute

Quality of data
varied considerably.
Pew projects re-
ports included the
dollar value of C001
dicated resources

Health Start
Quarterly Health
Rap

Per child data on back-
ground, health services,
Medicaid eligibility and
future care arrangements

*--------
Quality of data good
Primary data source
for health services
delivered by program

Health Start
Field Collection
Format

Detailed data on plan- Collected during two
ning and operation of day site visits by
Health Start projects. V.I. staff, con-
Also included interviews ducted early in
with cooperating and noaprogran year
cooperating HEW agenciel

Extensive process
data used to claseif
projects f. communi-
ties and identify
problems and proofs-
ing approaches

MEW Rational and
Regional Interviews

Extent of activities to Personal interviews
assist projects in coor- with nine national
dilution of resources and 51 regional
and constraints to staff members
coordinators

"abet if regional
tatervieMs varied.
the maniac depeided
ea the attest of
Health Start activiti
in the region

Telephone Survey
on Medicaid

Reasons for Health Start Conducted
children not being en- December 1972
rolled in Medicaid and
project activities in
relation to EPSDT

-

Telephone Survey
on Health Education

Questions related to Conducted in
project content and Spring 1973
approach

Planned U.I. parent
survey dropped be-
cause of findings

Questionnaire for
dealth Coordinators
on Coordination
Activities

Information on contacts Completed by
and results of coordina- coordinators at
tion effort* follow-up coordins-

tors' conferences

Not all projects
submitted the
questionnaire

"Pie Charts" Allocation of project Completed by
staff time by activity coordinators at

follow-up coordina-
tors' conferences

Not all projects
submitted the
questionnaire



to analysis. Prom this plan, The Urban Institute developed evaluation

models to obtain information for answering these research questions.

Since the approval of that plan, however, OCD made the final decision not

to continue the Health Start program for a third year.
1

Consequently,

the parts of that plan which were directed.at detecting potentially suc-

cessful procedures for testing in a third year of Health Start are now

less important.

Given the current status of the Health Start program, it seems that

the most useful evaluation results for OCD are findings about the preva-

lence of health problems in this population of children, the costs of

detecting and treating those problems,.and the amount of care that one

could expect to be available at no cost to a program like Health Start.

Such information could be useful to OCD and others for planning purposes

in Head Start and day care programs and to other agencies for planning

new programs to provide health services to similar populations of children.

Furthermore, because of the characteristics of the.1972-73 Health Start

program, it was not possible to identify successful procedures and

approaches for the efficient delivery of health services that could be

transferred with great confidence to other programs.

1. In March 1973 The Urban Institute was asked by OCD to formulate some
options for a third year Health Start program. In response to this request
some optional designs for a planned variation demonstration and the rationale
for conducting such a demonstration were developed in a memorandum to Helen
Howerton, "Options for a*Third Year Health Start," March 16, 1973.
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The methodological issues addressed in this section relate to (1)

the constraints imposed on the evaluation by the characteristics of the

program and (2) the availability, reliability, and validity of data

collected by The Urban Institute. An understanding of these issues is

eseeritial to appreciate the emphesis placed on incidence and cost in-

formation in the report and to interpret the findings presented in

Chapters III through VIII,

a. Constraints on Evaluation Resulting from Program Characteristics

The characteristics of the program to be evaluated place con-

straints on the types of evaluation information one could obtain and/or

the confidence one could expect to place in that information. As stated,

the major purpose of the Health Start program was to identify successful

techniques and approaches to ensure the delivery of health services to

economically disadvantaged children under six years of age. The evalue7

tor's ability to obtain these types of information, however, depended to a

significant extent upon the design and operation of the Health Start program.

To demonstrate what is meant by "constraints," it is necessary to

classify programs into three types: experiments, planned variations, or

natural variations. An experiment involves (1) systematic variation

of certain independent variables in order to estimate a response function,

(2) randomization to control for variations in other unknown exogeneous

variables, and (3) sufficient replications to ensure that particular

accuracy and confidence requirements are met.

A Itzzaa!:tilarsts "tests out" different well-defined treatments by

setting them up as different projects. While a planned variation involves
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replication, it does not necessarily involve systematic variation or random-

ization. Consequently, the confidence one has in the results of a planned

variation may be less than one has in the results of as experiment. In a

natural variation (the typical form of demonstration program), a problem

area is'identified, objectives are set and "sponsors" are left to design

appropriate projects to meet these objectives. This kind of program does

not involve systematic variation or randomization. Because the models to

be tested are left to the discretion of local sponsors, there is no assurance

that any one treatment will occur naturally in enough situations to achieve

sufficient replications of the models to allow confident estimates of re-

lationships between inputs and outputs.

The 1971-72 Health Start program was based on a natural variation ap-

proach. Twenty-nine projects were involved, varying in grant size, number

of children enrolled, staffing patterns, operational settings, amount of

resources used, and success in terms of providing (or ensuring) the needed

health care. As expected, there were very few procedures or strategies

that were common to a large enough number of projects to allow the evalu-

ation to establish relationships between these procedures and the success

measures with any degree of statistical confidence. However, several

hypotheses emerged from the evaluation that were worth testing in the

second year.

For the 1972-73 program, The Urban Institute strongly urged that

a planned variation approach be adopted so that some of the hypotheses

detected in the first year of Health Start could be tested in the second

year. With enough control and replication, it might have been possible
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to determine if the procedures or strategies could be transferred with

reasonable assurance of success to other programs offering health services

to children. This advice was not accepted, and so the second year program,

like the first, was a natural variation approach. A comparison of the 1971-

72 and 1972-73 programs presented in the Year Two Interim Report
I
showed at

that time that there was very little difference between the first and second

year programs.

Because Health Start took the natural variation approach in 1972-73, and

because there will be no 1973 -74 Health Start program in which to further

test hypotheses, this report places major emphasis on health problem in-

cidence data and on estimates of the costs of providing services to this

population of children. These incidence and cost data are particularly im-

portant and useful for Head Start and day care policy decision. Although

there are observable relationships between project characteristics and mea-

sures of effectiveness,
2

in the light of program constraints, this type of

analysis is less important--especially since there is no third year Health

Start program planned, let alone a program run as a.planned variation

demonstration.

b. Presentation of Results

Four types of results are presented in this report: (1) coordination

of resources, (2) delivery of health services, (3) characteristics of Health

Start children, and (4) provision of health education. A brief explanation

of what is involved in each of these analyses will be provided, followed by a

discussion of the availability and quality of the data on which these analyses

are based.

1. Leona M. Vogt, et al, Health Start: Yea Two Interim Status Re ort
Contract Report 964-3, Washington, D.C., The Urban Institute, December 20, 1972.

2. See Chapter VI for analysis of these relationships.
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(1) Coordination of Resources,:

(a) Focus of the Analysis

The Health Start: Year Two Interim Status Report placed primary

emphasis on analyzing coordination at the national, regional, and state

levels. At that time, the projects had reported very little data about

their success in making agreements with other agencies, Chapter III of this

report, however, places primary emphasis on analyzing the local level

success in obtaining coordinated resources. In addition, the analysis

attempts to determine the degree to which efforts at the national,., regional

and state levels aided the local projects in securing commitment for funds

or services from other agencies.

(b) Source and.Quality of the Data

Data used for this analysis were obtained from National and

Regional Interviews, from the Field Visit Reports, from the Planning Formate,

and from the Health Start Expenditure Forms.' Other major data sources were

The Urban Institute-prepared Compendium of HEW Resources2 (a guide to funds

and services theoretically available to all Health Start projects) and

Health Start Project Profiles
3

(a listing of resources available for each

Health Start community).

The national and regional HEW interviews and the Health Start Field

Visit Reports provided information on problems, constraints, and/or successes

of coordination at the local levels. The national, regional, and state

level interviews provided data on both the amount of effort expended to

coordinate different health service resources and-on the feasibility of

1. See Health Start Analysis Plan for Second Program Year (Urban
Institute Working Paper 964-2).

2. See Appendix E.
3. Ibid.
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coordinating HEW (and other) resources in a program like Health Start.

While these interviews were highly structured to ensure consistency, the

reliability of the information obtained is very dependent upon the individ-

uals who were available to be interviewed and their awareness of the die-
.,

tribution of various program funds at the local level. Extensive efforts

were made to ensure, insofar as possible, that appropriate individuals would

be available for interviews and that the questionnaire would facilitate

later cross-checking of different individuals' interpretations of the same

situation. Time and financial constraints, however, precluded any system-

atic attewts to obtain quantitative estimates of the reliability of these

data.

In the Planning Formats, projects reported their ability to coordinate

with the health service community, the constraints on coordination at the

local level, and the changes in use of available community resources. These

reporting forms gave apparently reliable information' about many different

types of donated resources that projects were able to obtain from federal

and state programs and from the local health service community.

The Health Start Expenditure Form was developed to capture the actual

costs of an operation, inzluding expenses incurred by other agencies which

committed funds and services for Health Start children. However, as

explained earlier, the reported costs associated with these services do not

seem to be reliable in spite of the apparent validity of data on numbers

served and services provided.

1. The information on the Health Start Planning Formats was verified
later by comparing it with data reported on the Health Start Expenditure
Forms.
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(2) Health Services Results

Data concerning the amount, type, cost, and variation of health

services provided can be classified into three areas of analysis with three

somewhat different purposes.

(a) Identifying Effectiveness

Whenever possible, health service data have been used to indi-

cate the effectiveness of certain strategies and methods of operation.

Chapter VI analyzes various project characteristic's to determine which

types of projects were most successful in achieving the Health Start program

goals. Conclusions, however, are limited due to the number of uncontrolled

project variablee.

(b) Representative Sampling of a Population and Cost of Health Delivery

The children enrolled in Health Start can be considered a reason-

ably representative (and certainly a large) sample of economically dis-

advantaged children under the age of six. Moreover, Health Start program

data can be considered reasonably representative not only of the larger

Title XIX program, the Head Start and day care programs but also of the

target population for other types of future health programsincluding

national health insurance--that the government might direct at this same

population. In this light, Chapter VIII presents data on the prevalence

of health problems in this population of children and Chapter VII, the

amount it costs to screen, diagnose, and treat the array of health problems

characteristic of these children. This kind of analysis attempts to make

accurate estimates of the prevalence of various types of health problems

in a population similar to Health Start's and of detection and treatment

costs for economically disadvantaged pre -schoolers.
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(e) The Problems of Variable Measurements

In the Health Start Interim Status Report/ and in subsequent

analyses of 1972-73 data, there is greater project variability in many

measurements than can be reasonably attributed to true variance among

children. Estimating the possible magnitude of this error variance is

a third type of analysis and is important for interpreting the incidence

and cost data. To identify the different possible sources of error Vari-

ance, the delivery of health services can be viewed as a series of cate-

gorizations based on imperfect measurements. Different sources of error

can be identified in the measurement process, and costs can be attached to

those sources of measurement error. While all sources of variance cannot

be factored out and costs cannot be attached to all error terms, some esti-

mates of these sources of error are necessary in order to correctly inter-

pret the incidence and cost data described in the report. Appendix P ad-

dresses the error variance found in the Health Start program.

c. Quality of the Health Services Data

The health service data were obtained primarily from the Health

Start Quarterly Health Reports
2
and the Health Start Expenditure Forms.

3
The

Quarterly Health Report data appear to be quite reliable as to the number

of children serve, and the types of services provided. The coordinators

were carefully trained in the use of these reporting forms, and constant

checks were made throughout the year to ensure that the forms were being

properly filled out. Also, because the forms were designed to assist the

coordinators in managing their projects as well as to report health services

1. Leona M. Vogt, et al, Health Start: Year Two Interim Status Report,
Contract Report 964-3, Washington, D.C., The Urban Institute, December 2, 1972.

2. See Health Start Analysis Plan for the Second Program Year (Urban
Institute Working Paper 964-2).

3. Ibid.



given, this method of reporting was more valuable to the project and more

reliable as a data source.
1

The cost data from the Health Start Expenditure Forms on the other

hand were less complete and suggest many more problems than data from the

Quarterly Health Reports. In general, the reporting of Health Start grant

expenditures seems to be reliable, but one problem was that the data were

often incomplete. By the final reporting period, a few of the Health Start

Expenditure Forms were still missing data for services given but not yet'

billed; consequently, grant expenditu as might be somewhat underestimated.

Also some projects did not separate screening costs from treatment costs;

this reduced the validity of the more detailed cost analysis.

Moreover, there are several reasons for viewing the reported dollar

value of services provided to Health Start children at no cost to OCD as

unreliable. One reason is that project coordinators computed information

about the costs of coordinated services only when filling out The Urban

Institute forms. Also, because the agencies donating services did not

always record these data in unit costs for their own management and account-

ing purposes, the information was difficult if not impossible to obtain.

However, information on the number of children served by other agency funds

and the types of services these children were provided is more reliable.

Consequently, in the cost analysis, estimates of services received at no

cost to OCD have been made based on the assumed value of various types of

services.

1. This opinion was confirmed by mostorAtiaCoordinators who, at
the time of The Urban Institute monitoring visits, reported that the
Quarterly Health Reports enabled them to keep track of what they had done
and what needed to be done.
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(3) Health Education Information

(a) Focus of the Analysis

Originally, The Urban Institute intended to conduct a survey of

the parents of Health Start children to determine how effective the educa-

tional program had been in providing needed health information. After

making a telephone survey of health coordinators, The Urban Institute and

the Office of Child Development realized that projects had conducted very,

little systematic health education and agreed that the information that

could be obtained from such a survey was not worth the cost. Consequently,

they abandoned the idea of a parent survey. Chapter VI presents primarily

descriptive data on the extent to which projects met the guideline require-

ments and on primary approaches taken by eight Health Start projects. Ap-

pendix B describes why the parent health education survey was abandoned.

(b) Source and Quality of Data

The data for the health education part of the evaluation were

obtained from the Field Visit Reports, a telephone survey, the Quarterly

Health Reports, and the Health Start Expenditure Forms. The telephone

survey, of course, has the same reliability drawbacks as found in the

Field Visit Reports, but it occurred some months after the collection of

the site-visit data. Consequently, some reliability checks have been made

by comparing the results of these two data collection procedures. In

addition, evaluators cross-checked the telephone survey with the Quarterly

Health Reports and corrected data if the source of the deviation could be

identified.



CHAPTER III

MEETING PROGRAM GOALS:
COORDINATION OF RESOURCES

A. The Requirements

The term "coordination" has special meaning for the Department of

Health, Education, and Welfare. In terms of health it implies the coopera-

tion and collaboration of agencies and programs in reducing the fragmenta-

tion of health services to individuals who need health care. Theoretically,

this integration of health resources can take place at various levels:

federal, regional, state, and local. Functionally, service coordination

can come about through policy changes, through cooperating agreements made

among agencies, by individuals acting as advocates for specific populations,

or on an ad hoc basis to meet the health needs of particular persons.

In effect, these potential activities and participants were implied

in the first and fourth objectives of the 1972-73 Health Start program

guidelines.

To demonstrate the feasibility of a service coordination
approach to health care delivery for low income children
in areas where health resources vary from few to none to
many, . . . to develop new administrative mechanisms which
will assure improved utilization of local, state, and
federal resources in providing health services.'

The 1971-72 Health Start evaluation indicated that little activity

took place in the first year at the national and regional HEW levels to

change agency policies and procedures to improve service coordination or

to aid projects in using various types of resources. Therefore, the

1. See Appendix A.
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1972-73 guidelines emphasized the need for a more formalized working

relationship between Health Start and existing health resources, on-going

collaboration to meet objectives, and the encouragement of joint planning

and agreements for the use of funds and resources. Such inter-agency

activity could include the headquarters and regional staffs of the Office

of Child Development (OCD), the Health Services and Mental Health Admin-

istration (HSMHA) and the Social and Rehabilitation Services (SRS). In

addition, the guidelines encouraged local projects to maximize use of

resources such as the Title V Maternal and Child Health Program and the

Title XIX Medicaid early identification and treatment program.'

B. Health Resources Potentially Available to Health Start Projects

Title V and Title XIX are the two largest potential sources of

federal support for health services for a target population like Health

St rt.
2

Title V Maternal and Child Health Programs provide health care

either through federally-funded projects or through the state health

departments. The largest MCH programs are:

Formula rants to the states for maternal and child health

health service programs. The services vary from state to state but

include: well-Ohild conferences, immunizations, vision and hearing

screenings, dental screening and treatment, and nursing services.

(Federal funds available in FY 1973: $50 million; the state and local

governments match 67 percent of the federal grant.)

Formula grants to the states for Crippled Children's Services

(CCS). States sponsor field clinics and also will reimburse individual

providers for services to children who have crippling or potentially

1. See Appendix A.
2. See Appendix E for the Compendium of HEW Resources prepared by

The Urban Institute to determine the resources available to economically
disadvantaged pre-school children.
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crippling conditions. Diagnostic services are available to all childreu

under 21; however, treatment services are limited to the economically

disadvantaged. (Federal funds available in FY 1973: $20 million; states

must match 60 percent of federal grant.)

Children and Youth Projects (m). Federal money is available

for project grants for direct service. The 59 grantees are primarily

medical schools, teaching hospitals, and health departments which are to

provide comprehensive, complete and continuous health care services to

children ia low- income areas. (Federal funds available in FY 1973: $53

million.)

a Maternity and Infant Care Projects (M&I). Project grants are

available for maternity care, infant care, and family planning. The only

children eligible for M&I services are under one year. (Federal funds

available in FY 1973: approximately $46 million.)

Projects for Dental Health of Children. Eighteen projects pro-

vide continuous and comprehensive dental care including treatment to

children 3-10 years of age. (Federal funds available in FY 1973:, $1.2

million.)

The Title XIX Medicaid program is the largest federal resource for

child health services, both in terms of dollars spent and number of

children served. Unlike the Title V MCH programs, Medicaid, does not

provide direct service--merely financial reimbursement to providers for

health services given to those enrolled in the Medicaid program.

Even though Title XIX is considered an open-ended appropriation, its

actual size as a health resource is limited by the state matching require-

ments,which range from 17 to 50 percent. Medicaid funds, like the MCH funds
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for state formula grants and the Crippled Children's program, are allocated

to the states partially on the basis of the number of individuals in the

state that the program is intended to serve. State Medicaid eligibility

requirements vary from state to state but include at a minimum all recip-

ients of public assistance. Approximately one-half of the states also

include individuals designated as "medically-needy."

Two Medicaid reimbursement programs had potential usage in the Health

Start program:

The regular Title XIX reimbursement program. This provides

essentially episodic medical services. States are required to reimburse

providers for inpatient hospital services, other laboratory and X-ray

services, physician services, and some home health care. Some states

provide dental and other care as well. (Federal funds allocated in

FY 1973: $4 billion.)

Title XIX reimbursement for Early, Periodic Screening, Diagnosis
A

and Treatment (EPSDT). Even though legislation was passed in 1967 to expand

reimbursement provisions for periodic screening, diagnosis, and treatment

for Medicaid children 0-21 years of age, only now are states in the pro-

cess of implementing that legislation. The states were to have offered,

at a minimum, dental, vision, and hearing screening services to children

in the age group 0-6 by February 1972 and to all MediCaid eligible children

under 21 by June 1, 1973. (Most states did not meet these deadlines; there-

fore for moat Health Start projects, EPSDT remained only a potential resource.)

Other HEW resources potentially available for use in Health Start are:

The Community Health Centers. Approximately 55 projects are located

in areas of scarce health resources. Perenns are eligible who live in the
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designated target areas and meet 0E0 poverty guidelines. Comprehensive

health services are available to entire families.

The Indian Health Services,. This resource offers a wide range

of health care services for both preventive and episodic care. Eligibility

is limited to Indians who, in most cases, must live on reservations.

Migrant Health Services. Project grants are available to public

and non-profit private agencies that will match a part of the project grant.

The projects are usually set up in areas with large groups of migrants or

seasonal farmworkers.

Community Mental Health Centers. Like the Community Health Centers,

these operations make care available to residents in certain geographic

areas. Approximately 400 centers offer inpatient, outpatient, 24-hour

emergency care, partial hospitalization, and consultation and education.

Some CMHCe have special facilities and programs for children, such as1

therapeutic nursery schools, counseling and therapy for parents, and train-

ing sessions for pediatricians in detecting early problems. (Sliding fee

scales are required by federal law.)

National Health Service Corps. This program provides for health

personnel, (whose salaries are paid by the program), and it is aimed at

communities which lack health resources. To date, approximately 300 person-

nel have been assigned.

Childhood Lead Poisoning Control Projects. Grants are available

for local governments who wish to screen children for high blood lead levels

and then to provide follow-up treatment when needed, emergency medical

treatment and emergency detoxification of home environments, and an educa-

tional program to alert the community to lead-based paint poisoning of

children.



In addition to these HEW resources, there are various other possible

sources of health services available to programs like Health Start and

Head Start. Some of them are: local hospitals, clinics, physicians,

dentists; university departments and schools, including medical and dental

schools; private foundations, religious welfare associations, and fraternal

organizations; and various private firms. The availability of these

resources varied greatly from project to project.

C. HEW Efforts at Coordination of Resources in the 1972-73
Health Start Program

1. The National Role

A number of HEW agencies participated in the general planning of

the 1972-73 Health Start program.1 They met from January to July 1972 to

finalize general requirements for the 1972-73 program, to review specific

project proposals, and to discuss the roles of various agencies in the

Health Start program.

At an early meeting on coordination, the "national Health Start

committee" discussed the possible use of Medicaid in Health Start along with

a staff member from a state Medicaid agency. At follow-up meetings, they

looked into the feasibility of Health Start projects receiving provider

numbers for the Medicaid Early Periodic Screening, Diagnosis and Treatment

Program (EPSDT) or using EPSDT funds (through other state designated

providers) for the Health Start screening and treatment program. There

was uncertainty, however, about developing EPSDT agreements between Health

Start projects and state Medicaid agencies because of possible state delays

in implementing the EPSDT regulations.

1. The agencies were the Office of Child Development (OCD) pr*gram
and research staffs; staff from the Medical Services Administration (MSA)
in the'Social and Rehabilitation Services (SRS); Maternal and Child Health
Services (MCH) in the Health Services Manpower and Mental Health Administra-
tion (HSMHA); and the Bureau of Health Manpower Education, the Public Health
Service, National Institutes of Health (NIH).



At the committee level, the SRS/MSA representative encouraged and

voiced support for any collaborative work that would result in state agency

action and the implementation of demonstrations sponsored by the Office of

Innovations in MSA. (Incidentally, this representative was one of the

few HEW headquarters staff members to get involved in local Health Start

coordination activities.) At the policy level, MSA encouraged interagency

collaboration by citing Health Start in the June 1972 EPSDT guideline)*

and by urging the SRS regional office staffs to take a leadership role

in the SRS-OCD collaborative effort.

Headquarters staff of SRS sent three memoranda on the 1972-73 Health

Start program to the SRS Associate Regional Commissioners for Medical

Services. The first memo from the SRS administrator encouraged regional

MSA participation on the regional OCD interagency committee, in selecting

the Health Start sites, and in contacting the state Title XIX agencies.

He attached to the memo Appendix B of The Urban Institute's first year

evaluation report ("Medicaid Support for Health Start") to show that "little,

if any, assistance was provided Health Start programs. tt 2 The administrator

expressed the hope that the "report for Health Start 1972 will provide a

more encouraging example of the strength of an integrated service approach,

a high priority for both the secretary and myself."3 Another memo indicated

strong support for the program and included, for the regional offices, action

steps for involvement in both state agency and project activities:

1. For copy of guidelines see Memo to State Agencies Administering
Approved Medical Assistance Plans from the Assistant Commissioner, Medical
Services Administration, dated. June 28, 1972.

2. See Appendix C for SRS communications to regional SRS/MSA.
3. Ibid.
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A list of the Health Start projects in your region and
the names and phone numbers of the Health Start Coordinators
assigned to these projects is enclosed in (Attachment 1);
also two copies of each of these Health Start projects
(Attachment 2). I am asking that you

(1) Send the title XIX agency a copy of each of the
Health Start projects in his State, and share with
him the information contained in Mr. Twiname's
memorandum, and Field Staff Information and Instruc-
tionSeries #26 on this subject. (Attachment 3)

(2) Arrange a meeting with the regional OCD Health
Start Representative, the State title XIX agency,
and the local project coordinators for projects in
your region to (a) discuss the role that the
Medicaid program can play in implementing Health
Start projects in that State, (b) establish channels
of communication for the Health Start project coor-
dinator both at the State and local level, and (c)
work out realistic arrangements for implementing
interagency collaboration, including appropriate
reimbursement arrangements.

(3) Advise the local Health Start coordinator of the
time and place of the scheduled interagency meeting
in the State Title XIX agency office.

(4) Advise me by August 25, 1972 of the results of such
meetings so that this may be included in the monthly
status report to the Secretary on OPS programs of
high priority.

The Office of Innovations is. planning to undertake several
demonstrations on early and periodic screening, diagnosis,
and treatment in the coming fiscal year. You may, therefore,
wish to consider this possibility in communities where such
an interagency activity with Health Start might be productive.
I understand that Dr. Helen Martz has already discussed such
a possibility with . . . on your staff, and . . . from the

. [State) title XIX agency who attended the Regional OCD
orientation session . . . A preliminary review of the Health
Start project in . . . gives indication of a good potential
for interagency collaboration. Technical assistance in the
development of such a project will be available on request.

I know that I can count on your cooperation in this inter-
agency effort to implement the program fpr early and periodic
screening, diagnosis, and treatment. .

1. Memo to Region I Associate Regional Commissioner for Medical
Services from the Commissioner, Medical Services Administration, SRS,
July 17, 1972.
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2. The Regional Role

In his cover letter' for the Health Start guidelines, Dr. Edward

Zigler, then the national director of OCD,reminded assistant regional OCD

directors of

The emphasis this year on developing new techniques in the
coordination of resources of other HEW programs to make
medical and dental services available to low income pre-
school children . . to ensure the success of the Health
Start effort, you must work closely with representatives
of collaborating HEW agencies such as . . HSMHA and . . .

SRS. Their involvement is essential to meeting the
program's objectives. For your information, attached is
a copy of SRS's Program Regulation Guide on . . (EPSDT1
and their listing of Associate Regional Commissioners for
Medical Services.

The attached guidelines described the OCD regional roles as (1)

working with regional HSMHA, SRS, and the USPHS Dental Division personnel

to "ensure maximum impact of the resources of these agencies on Health

Start" and (2) overseeing the establishment of a regional Health Start

committee to be composed of "representatives of collaborating HEW agencies

such as HSMHA and SRS." The committee was to (.1) assist in suggesting

possible sites, (2) solicit proposals, (3) recommend proposals to be

funded, (4) work with the USPHS Division of Dental Health, (5) make grants,

and (6) monitor grantees. In the proposal review process the committee was

to give priority to grantees that could demonstrate a collaborative approach

to the provision of health services.

At least five regional offices reported a lack of communication

between the OCD regional representative in charge of Health Start and the

MCH staff or SRS staff or both. Based on the results of interviews with 51

1. See Appendix A for the Zigler letter and the 1972-73 Health Start
guidelines.



relevant HEW staff members, 1
The Urban Institute found that Health Start

interagency activity was limited because various agencies (including OCD)

considered Health Start a low priority program. Explanations given were

that (1).Health Start was to have a limited life and, therefore, relative to

other priorities, was not worth a eignificant commitment of time, (2) the staff

priorities of other agencies had established Health Start as a low priority, and

(3) non-OCD staff felt that OCD should stay out of the health business.

Of the six regions that had Health Start committees, three did

more than proposal review. One region (I) used the OCD-HSMHA Coordinating

Committee for Child Development Programs as a review panel for Health Start

proposals, while another region (VII) used an existing Child Health-Task

Force, chaired by the Regional Medical Director, as its interagency Health

Start committee. Region VII committee work successfully demonstrated the

feasibility of HEW interagency cooperation and collaboration, yet the

committee's existence and success cannot be credited to OCD initiative.

The Region III Child Health Task Force selected Health Start as one

of its projects, because their goals were compatible with Health Start

goals, i.e., coordination of child health programs. The committee sched-

uled two sessions to review the Health Start proposals, a number of meet-

ings to coordinate child health programs (one being Health Start), and

one meeting to determine the use of EPSDT in the Health Start program.

In addition, the committee organized and conducted interagency site visits

1. The Urban Institute conducted telephone interviews with the OCD
regional staff in charge of Health Start to determine the aulount of Health
Start interagency activity that had taken place in the regional office and
to identify key HEW staff to be interviewed. The number of interviews
varied from region to region according to the amount of Health Start inter-
agency activity.

2. This was a sub-group of the Federal Regional Child Health Task
Force.



which were paid for by the various participating agencies. They followed

these visits to the two regional Health Start projects with specific action

steps for utilizing federal and state health resources.

Nine individuals visited the Portagevilie, Missouri, project and 10

the Carroll, Iowa,project. Three team members participated in both moni-

toring trips (the MCH representative and chairman of the task force, the

AAP Health Liaison Specialist, and the USPHS dental consultant). Other

team members included regional staff from NIMH, DOL, HUD, SRS/MSA, 0E0,

and state staff from 0E0, a Mental Health authority, and a university

nutrition department. Each team member reviewed a specific project com-

ponent and prepared a written monitoring report with his observations and

recommendations. Then the AAP Health Liaison Specialist sent to the CAP

directors at each project the detailed individual reports plus a cover

letter with the task force recommendations for improvements.

Each report concluded with a summary of the action steps taken by

team members after the site visits. Some of those steps which dealt with

the use of HEW resources in Health Start were: (1) the regional committee's

encouragement of appropriate state agency participation (by sending explan-

ations of the Health Start program as well as the task force's findings

and recommendations) and (2) the scheduling of meetings between state Title

XIX agencies and health coordinators. Admittedly, such a comprehensive

effort by a regional committee is due to the demonstration status of the

Health Start program. It would be naive to think that such participation

could continue indefinitely or that it could function for a larger program

without the investment of considerable resources (staff time and travel

money) by all participating agencies.



Region VII was the only region in which the comettee--as a group--

worked on the coordination efforts. Individual staff members in six other

regions initiated assistance for Health Start projects by reaching agree-

ments with federal and state agencies particularly in the area of Medicaid.

Por example, in Region I, the MSA staff organized meetings between State

Title XIX agency staffs (Maine and Rhode Island) and Health Start coordi

nators.
1

These sessions dealt with the role of Medicaid in implementing

the Health Start program, the establishment of communication channels for

the coordinator at the state and local levels, and "realistic arrangements

for accomplishing interagency collaboration including appropriate reim-

bursement arrangements."2 A Region III SRS/MSA staff member organized

a similar meeting for the Fairmont Health Start project and the West

Virginia Title XIX agency.

Other staffs also acted as liaison between local and non-local agencies.

Dental consultants in three regions and health liaison specialists in four

contacted state Medicaid agencies on behalf of Health Start. MSA staffs

from Region IV and X also spoke with state Medicaid personnel about Health

Start's use of the Title XIX program. In response to a request from the

coordinator in Mora, Minnesota, a staff member from the Division of Community

Environmental Management in HSMHA's Region V office investigated the possi-

bility of conducting a lead screening program for that Health Start project.

The results of HEW efforts to assist projects will be discussed later

as well as the HEW agency perceptions of the compatibility of their programs

with Health Start.

1. Also in attendance were the AAP Health Liaison Specialist and
National SRS/MSA staff.

2. Memo to Maine and Rhode Island state Medicaid agencies from the
Region I Associate Regional Commissioner for Medical Services, dated
July 319,1972.



D. Efforts at Coordination at the Project Level

When interviewed by The Urban Institute, many of the HEW headquarters

and regional office staff members characterized their roles in coordination

efforts as minimal and the roles of health coordinators as major. Although

the OCD-sponsored conferences in spring 1972 and winter 1973 informed coor-

dinators of this responsibility, the coordinators varied greatly in the

amount of time spent getting commitments for health services. While many

coordinators lived up to their titles, negotiating with various agencies

and individuals, others devoted little time to coordination activities.

1. Reasons for Lack of Coordination Efforts by Projects

There are several reasons some Health Start projects spent little

time on interagency coordination:

Most of the Health Start services, paid by an agency other than

Health Start, had been used previously in the local Head Start project and/

or in the first year Health Start project. In these cases, little negoti-

ation was necessary; Health Start coordinators merely set up schedules and

made other general arrangements.

A service package had been developed by contacting very few

agencies For example, if a state or local public health department or a

hospital offered most of the Health Start required screening regimen, the

coordinator did not think it necessary to make additional contacts for

free services.

The planned Health Start budget itself was to pay for all or most

of the health care; therefore, several coordinators made no effort to reduce

the cost to OCD by negotiating for use of other resources.



Few HEW or other potential resources for use by Health Start

existed in the community; therefore, there was no opportunity to enter

local negotiations for such free health care. Most coordinators in areas

of limited health resources did not attempt to bring new federal or state

health grants or health services to the community.

2. Data Sources and Limitations

Data in this section of the report are based on various sources:

the Field Collection Formats, the Planning Formats completed by the proj-

ects at the end of the program year, the June 1973 Expenditure Formats, a

special December 1972 telephone survey of the coordinators about the Medi-

caid program, and a questionnaire on coordination of HEW resources completed

by the coordinators at the February-March 1973 coordinators conferences.

Almost all of the data from these sources are fragmentary; therefore, the

following discussion is based on a composite of individual project reports

of service coordination results.

During the second series of coordinators' conferences, the health

coordinators indicated that data recording and reporting on coordination

efforts were for them the least useful of any of the required evaluation

reports. This lack of obvious usefulness could account for the poor quality

of the data received by the evaluators. Furthermore, although the coordi-

nators expressed their own reasons for "non-use" of resources, evaluators

could not verify all the data through independent analysis or interviews

of representatives of local agencies. Therefore, information in this

section is incomplete and perhaps, in some cases, may be inaccurate. How-

ever, the general categories of project "use" and "non-use" should be

accurate.
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3. Use of Maternal and Child Health Programs in Health Start Projects

The MCH programs represented the largest potential source of serv-

ice delivery for Health Start prof acts.

a. Project Efforts in Reaching Agreements with MCH Programs

Table III-1 indicates that the MCH program used most extensively

by the Health Start projects was the State Formula Grant program which

provided immunizations, hearing, vision and some dental screening,

training workshops and nutrition counseling. Some projects also used the

health records supplied by the state MCH offices. As Table III-1 shows,

only one project using services available through MCH state formula grants

had to negotiate new services; the other 18 projects had access to the MCH

services primarily because of previous arrangements with the local Head

Start project or because the services were readily accessible, for example,

immunizations through the local public health departments.

Not as many projects used the Crippled Childrens' program as used

the MCH state formula grant resources, yet more projects reported having

access to Crippled Children's services (whether they used them or not)

than services provided through MCH. Of the projects negotiating for use

of CCS for the first time, seven referred children for diagnosis and

treatment, while one did not need to use the crippled Children's services.

In the latter case, even though the Health Start program was discontinued,

the local Head Start children may benefit from the negotiations as some

of the Health Start children did from local Head Start efforts.

Coordinators reported that the MCH-funded projects (Children and Youth,

Special Dental Projects for Children, and Maternal and Infant Care) were

used infrequently, mainly because they were not in the geographic (catch-

ment) areas defined by the MCH programs. Two Health Start projects
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TABLE III-1

RESULTS OF PROJECT EFFORTS CONCERNING
USE OF MATERNAL AND CHILD HEALTH PROGRAMS

MCH
Programs

Project
Efforts

State
Formula
Grants

Crippled
Children's
Program

Children
and

Youth
Projects

Special
Dental
Projects

for
Children

Maternal
and
Infant
Care

Projects

N

0

T

U

S

E

D

No Contact
Made 6 3

Not in Area
or Lack
of Funding

5 1 29 29 24

Contacted,
No Agreement
Reached

1

Contacted,
Agreement
Reached,
Not Used

1

Available
to Project,
Not Used
or Needed

11 2

S

E

D

Used in
Head Start or
First Year
Health Start

18 6

Contacted,
New
Agreements
Reached

1 7
,

Total
Projects
Using
Program

19 13 1 1 0

TOTAL PROJECTS * 30 30 30 30

-..._

30

* Amarillo was eliminated from the analysis; San Juan Summer and Full Year
projects were considered together because the same general approach was
used in both sessions.



(Baltimore and Galveston) were in the same city as a C & Y project but out-

side the C & Y catchment area. In fact, the target areas for both Health

Start projects were established because the children were considered not

to have accens to health services.

The two projects in New Mexico'Were told that they could use the

M & T project in Albuquerque for high risk infants, but neither Health

Start project made any referrals to the M & I project. The Albuquerque

project hoped to receive some nutrition counseling services for the Health

Start parents from the M & I project; instead it put together its own

nutrition program using various guest speakers. (Pour Health Start proj-

ects within geographic boundaries of M & I projects did not explain their

non-use of M & I services.) Only one project (Dayton) used a C & Y project,

and one other (Carroll) used a Special Dental Project for Children.

b. Results of HEW Assistance in OCD-MCH Interagency Coordination'

With the exception of the Region VII Child Health Task Force,

efforts, no regional or national assistance was offered to Health Start

projects in gaining access to MCH resources. The Region VII medical

director contacted the state MCH and Crippled Children's program staffs,

told them about.the Health Start program, and encouraged them to cooperate

with the Health Start project in the state. However, it is difficult to

determine the effeCts of these actions, because the Carroll project had

contacted both agencies in advance of the regional contacts and the

Portageville coordinator had used both program resources in the first year

Health Start and in the Head Start projects. In any case, both projects

used MCH programs.' Three projects (Grants, Mora, and The Dalles) reported

1. Both reported using immunizations supplied through the MCH
formula grants tothe states; Carroll also made referrals to Crippled
Children's and benefited from a dental training workshop sponsored by
an MCH-funded special dental project for children.
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discussions with MCH state agencies in which they initiated the contacts

without HEW assistance.

c. Constraints in the Use of MCH Programs

The two reasons most often cited by HEW regional office stAffs

Health Start projects, and local MCH staffs for not using MCH program

resources were: location (different MCH and Health Start project boundaries)

and lack of MCH funds (primarily in reference to the state formula grant

programs). One Health Start project (San Juan) indicated that the Crippled

Children's program was overloaded and that a cut-back in services was

expected. Several other Health Start projects and regional office staffs

indicated that the states were not committing the matching funds for

Crippled Children's services, and some programs were awaiting word from

their state legislatures about funding.

Because it is impossible to separate federal MCH funds from state and

local resources supporting local public health departments, only general

comments can bo made about the availability of MCH-funded services

provided through those agencies. Although Head Start projects often

used immunization clinics run by the health department, at some sites,

two problems hampered such use: lack of transportation for the Health

Start children and lack of public health department staff to handle large

groups of Health Start children. Health Start also used well-baby clinics

extensively in spite of the facts that the scheduled locations and timing

of clinic operations were not always convenient for Health Start and

that in several projects, local medical societies opposed the operation

of such clinics in the communities.

What is not surprising (given the goals of public health departments

and possibly their lack of understanding of the Health Start goals) is

that officials from six public health departments felt that Health Start



offered no possibility of coordinatin& existing resources and that it only

duplicated existing resources. Five officials felt that the money would

have been better spent if given to them; consequently, for them, coordination

meant competition and an additional layer in the bureaucratic structure.

4. Use of Title XIX in Health Start Projects

Title XIX (the Medicaid program) is the largest single resource

available for health care for economically disadvantaged children from

birth to six years of age. This was true even before the implementation

of the Early Periodic Screening, Diagnosis and Treatment (EPSDT) regulation,

Generally, using Title XIX funds required little Health Start effort,

because the Medicaid reimbursement process for certain services is

relatively automatic. The recipient of services need only be enrolled

and the individual service provider authorized by the state Medicaid .

agency to merit reimbursement for services. However, Health Start projects

still needed to find providers who would take Medicaid patients and to

determine the eligibility status of the children so that appropriate

agencies would be billed. In practice, this was not a simple process,

because in some communities it was difficult to find physicians and dentists

willing to accept the bureaucratic processes and the long waits for payment

that are characteristic of Medicaid.

Negotiating for funds available through the newly-implemented EPSDT

regulations was even more complicated. The early series of coordinators'

conferences as well as the Health Start guidelines had emphasized the

use of EPSDT funds by Health Start. But because the regulations were still

in the process of being implemented by the states, negotiations were

complicated, time-consuming, and generally fruitless. This was due both

to the state actions and to the nature of the Health Start program.



. Project Efforts in Use of Title XIX FUnds

There are five general types of activities that Health Start

projects could have undertaken to ensure maximum use of Title XIX funds:

.(1) checking eligibility of Health Start children early in the year in

order to benefit from as many reimbursement services as possible, (2)

arranging for Medicaid enrollment of children who are eligible for Title XIX

benefits, (3) finding providers who accept Medicaid patients, (4) billing

the state Medicaid agency for all eligible services, and (5) securing an

EPSDT provider number or arranging with a state-designated EPSDT provider

to be reimbursed for screening and other components of the Health Start

program.

(1) Medicaid Eligibility and Enrollment of Health Start Children

The most obvious reasons for Health Start not using the Medicaid

program extensively were that children were not eligible and that, even

if they were eligible, they were not enrolled. Both state eligibility

criteria and local enrollment processes are so complicated that they might

have discouraged enrollment.

(a) Eligibility Status of Children

One of the most obvioui explanations for Health Start projects'

not using the Medicaid program is that at least 42 percent of the Health

Start children were reported to be ineligible for state Medicaid assistance.

Since requirements vary from state to state (and in some cases, from

county to county), it is difficult to cite all of the reasons that Health

Start children were ineligible for Title XIX benefits.

In a special Urban Institute telphone interview about Medicaid,

Health Start coordinators indicated that family income and employment



statue were the two major reasons for Health Start children not being

eligible for the Medicaid program. More specifically, families were not

recipients of public assistance, were not receiving aid to dependent

children, or did not meet the state definition of "Categorically Needy."

Other reasons were that the head of the household was employed, that the

family was intact (in other words, the father was in the home), or that

the family had health insurance. One coordinator said that state welfare

requirements occluded from Medicaid families who owned or were buying

a home. Mother coordinator in a different state said that state Medicaid

regulations excluded families who owned a car over $750, and this

rendered ineligible a large portion of the Health Start children in that

rural project.

Several projects (Dayton, The Dallas and Hillsboro) enrolled migrants

in stream, therefore, the children were ineligible for state Medicaid

benefits because they did not meet Medicaid requirements in the states

in which they were when enrolled in Health Start. The children in Health

Start projects serving "home-based" migrants (Amarillo and Ft. Lauderdale)

did not have this problem but they were seasonally excluded - -as were

chidren of farmworkers in other projects--because of their family's

changing employer 't status. Oils project chose to enroll a large number

of children whose parents were enrolled in the WIN (Work Incentive)

program. These children were automatically excluded from state Medicaid

benefits because of their parents' improved employment status. In only

four projects (Penobscot, San Juan, West Pilm Beach, and Mora) were

most of the Health Start children eligible for the Medicaid program.
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(b). Enrollment Status of Children Eligible for Medicaid Benefits

Table 111-2 shows that almost all of the children enrolled in

the Title XIX program were enrolled before they entered Health Start.

One percent of the Health Start children were enrolled in Medicaid during

the program year and 23 percent known to be eligible were not enrolled

in the Medicaid program.

Clearly, some projects did not feel it was their responsibility to

assist the enrollment of children in the Medicaid program. A few projects

did not entourage Medicaid enrollment, because they (or the parents of the

Health Start children) thought the Medicaid program carried the stigma

of being on welfare. One project reported that the local Social Services

department did not pursue the enrollment of new families so that it

could "keep the welfare rolls down."' Another project reported that the

local welfare department "considers each case independently;" therefore,

the project coordinator had no assurance that children referred to the

Social Services department would be enrolled.

Whatever the attitudes, the Health Start projects could refer

eligible children to the local Medicaid agency but not directly enroll

them in Medicaid. Health Start project staffs offered no rationale for

not knowing the Medicaid eligibility status of the Health Start children--

presumably a minimum level effort. Perhaps the parents would not reveal

this information to the Health Start staff, but, whatever the reason,

15 percent of the children had unknown Medicaid status. Undoubtedly,

some of them could have been eligible and enrolled and, hence, could have

used the Medicaid program for the health services received in the Health

Start program.

1. The irony is that this particular state offers a very broad
package of Medicaid eervices.
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TABLE 1114

MEDICAID ELIGIBILITY
STATUS OF HEALTH START CHILDREN

AMIUMINV

Enrolled
Before

H.S.

Enrolled
During
H.S.

Eligible
but not
Enrolled

Not
Eligible Unknown

Missing
Data

H
Pawtucket, R.I. 128 2 4 100 48 26

Penobscot, Me. 138 2 496 1 1

.117:::IFRiver,

HH

N.J. 87 6 3 64 8 1

Albion, N.Y. 64 1 34
,

1

San Juan, P.R. (Summer) 85

..........
2

Full Year 110

4-Baltimore,4

H1-4

Md. 272 24

Fairmont W.Va, (Marion) 52 56

Barbour 2

Boone, N.C. 81 1 20 32 180 4

Orlando
t
Fla. 28

...........,,

149 1 1
-4

4111g2121144ar.-.......--....-21.-----.......1.--a
West Palm Beach, Fla. CO 19

268 5

113

Flint, Mich.
assmommommommom
253 103

Mora, Minn. 25 35 236 1

,

5 2

Da/ton. Ohto 1 184 A a

Albuquerque, N.M. 117 1 212 3

Oklahoma City, Okla. 316 72 307 17 11

Grants, N.M. 37 249 23 1

Galveston, Tex. 44 2 49 3

liallueememeireee.
H

Hammond La. . 210 4 50 550 43\
Portageville Mo

.
131 7 124

...2

Carroll Iowa 10 340

H Center Colo. 22 117 1

Cedar City, Utah 20 . 1 125 67

iligaggamigie.
167 366 46

t.4

Hillsboro, Ore. 51 7 1 147 1 9

Medford, Ore, 81 7 84 7

Coos Bay, Ore. 101 18

The Danes, Ore. 848 16

Amarillo, Tex.

Ft. Lauderdale, Fla. 359
.--

12 1188 220 12

TOTAL 3115 94
Amirmormsaii

983 4181 1137 325

2 of TOTAL 32% 12 102 42% 12% 3%



11124

(2) Use of Medicaid for Reimbureement of Health Start Services

Only two projects, The Dalles and Dayton, had no children who

were eligible or enrolled in the Medicaid program. The rest of the projects

theoretically could have used Medicaid to pay for some of the health services.

Ten Health Start projects reported that Medicaid paid for some health care.

One reason for the limited use was that most states had not implemented

the EPSDT regulations; therefore, most of the services for which Health

Start could be reimbursed were for episodic medical treatment.

(3) Project Efforts to Develop Agreements to Use EPSDT

Eighteen projects made early efforts to reach an agreement with

the state Medicaid agency over use of EPSDT. However, there were no early

agreements negotiated by Health Start projects. Over the course of the

year, 21 of the 30 Health Start projects had discussions about EPSDT with

state Medicaid agencies. Most of the projects contacted the state agencies

directly without any outside assistance. In addition, six projects

initiated meetings and telephone calls to state MCH, public health depart-

ment and Crippled Children's staffs to try to negotiate an EPSDT contract.

Two projects reported calling their OCD regional offices for assistance.

Although only two projects reported using EPSDT for a limited number

of health services, two other projects reported having agreements with

the state Medicaid agency or local EPSDT providers by the end of the Health

Start year. At least two other projects were at final negotiating stage,

but no firm agreements had been reached.

Medicaid (through the EPSDT regulations) paid for the medical and

dental screenings of 15 Health Start children in the Carroll project and 27
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medical screenings in West Palm Beach, The Carroll agreement was reached

late in the year, which could explain why screening for only one-half of the

children enrolled in Medicaid was paid by Medicaid. Because Florida was

one of the first states to implement the MDT regulations, screening

some of Health Start children through the public health departments (the

only state designated EPSDT providers in Florida) should have been possible.

However, no children were reportedly screened through EPSDT in the

Orlando or Ft. Lauderdale projects. In West Palm Beach, 50 Medicaid -

eligible children were sent to physicians' offices for screening instead

of the health department because, according to a West Palm Beach public

health department official: "Health Start wants to provide quality care

and we are using paraprofessionals in the Medicaid program.
111

The Portageville Head Start-Health Start-had reached a tentative.agree-

sent with the state Medicaid agency, pending the commitment of funds by the

state legislature. The plan was that the Head Start-Health Start coordinator

would share with the state her data on the health services already given to

Medicaid children and, in turn, after implementation of EPSDT by the state,

Head Start would be reimbursed for screening Medicaid children.

1. The West Palm Beach case is interesting because the site was
selected on'the recommendation of the Region IV dental consultant who
thought that West Palm Beach could be a good demonstration area for
Health Start. He contacted the health department to determine if there
was any interest in running a Health Start project. The proposal was
written and funded to delegate the entire health service component to the
health department. Because of the "quality" issue, many of the screening
services were purchased from private providers by the health department
(using Health Start funds instead of billing Medicaid for EPSDT services).
In some ways, EPSDT in West Palm Beach was an untapped resource because
only one-third of the children enrolled in Medicaid were screened through
EPSDT and 41 percent of the children eligible for Medicaid were not
enrolled in Medicaid, which precluded their use of Title XIX funds.
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Of the three projects mentioned that were relatively successful in

negotiating for or using EPSDT funds, two of them--Carroll and Portageville--

not only made several contacts with state agencies but they also received

help from regional office staffs--the Region VII Medical Director and the

OCD health liaison specialist.

b. Penobscot Health Starts A Provider of Medicaid's Early Periodic
Screening, Diagnosis and Treatment Program

Only one project, Penobscot, actually secured a provider number

from a state Medicaid agency. Figure III-1 demonstrates that the following

factors ware involved in negotiating the EPSDT contracts (1) participation

of six agencies at four levels of government, (2) issuance of policy

directives from the national level down through the agency structures in

both OCD and SRS, (3) communications and negotiations through interagency

meetings, (4) personal commitments and interest at all levels, and (5)

a competent Health Start staff to carry out the effort.

OCD headquarters staff must be given credit for creating the opportun-

ity for all participants to communicate by designing the coordinators con-

ferences to include all four levels of government. In the Penobscot case,

all four levels (six agencies) attended. It was on that occasion that the

state Medicaid staff and the Penobscot Health Start staff began their dis-

cussions on an EPSDT contract. OCD and SRS/MSA staffs at the national and

regional levels should be commended for working together on both demonstra-

tion programs.

Most of the actual work of negotiating the contract, of course, was

done by the state Medicaid agency and Health Start staff. They spent six

months drafting and negotiating an agreement. By January 1973 (when

most Penobscot Health Start screening had been completed), the first
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non-Health Start child was screened through Maine's EPSDT program. Even

the:18h the EMT contract was not signed until July 1, 1973, the state

agreed to reimburse the Penquis County Community Action Agency--the agency

receiving the contract--for,all screening dons from January 1973. In that

period of time, Health Start staff identified and screened 3200 Medicaid

children in four counties. Plane call for the same staff who worked on

Health Start to screen 10,000 additional children by June 1974 (the

approximate total number of children enrolled in the 1972-73 Health Start

program!).

Even though Medicaid reimburses for individual' services, the average

cost of Penobscot's EPSDT screening of a child was expected (and negotiated

to be) $35. However, because all children do not need the entire battery

of screens and tests (for example, young children do not require dental

care and some children do not require lead poisoning screening), the

health coordinator estimates that the actual coat for identifying and

screening the children will be approximately $20 a child.

c. Constraints on Using EPSDT Funds in the Health Start Program

There are three major types of reasons why Health Start projects

did not use Medicaid EPSDT funds:

States did not implement the EPSDT regulations early enough for

Health Starts to benefit, or states chose to identify particular types of

agencies to conduct the screening (for example, public health departments,

Crippled Children's agencies) which precluded Health Starts from becoming

EPSDT providers.

Not enough effort was put into developing state Medicaid-Health

Start agreements--either on the part of HEW agencies or Health Start

projects.
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Too few children were Medicaid-eligible in a project to justify

spending an exorbitant amount of time on EPSDT negotiations.

i. Implications for the Head Start Program

One can assume that, 'even though the timing of the implementation

of the EPSDT regulations precluded extensive use of EPSDT in Health Start,

Head Start projects could be more successful in using the EPSDT reimbursement

funds. Given the fact that Head Start has more permanence than Health Start

state Medicaid agencies may be more willing to use Head Starts as EPSDT

providers. Several state Medicaid staffs did indicate to the evaluators,

however, that they did not think using small agencies (for example, Health

and Head Starts) was an efficient way to implement the regulation because

small agencies could not serve large enough numbers of children to be cost-

effective. Some state agency staff also expressed the opinion that health-

related agencies would be able to deliver health care more efficiently.

E. Amount and Type of Health Services Contributed by Other Agencies

and Individuals

Figure 111-2 shows that a high percentage of the tests given were pro-

vided through some other public agency or private resources. However,

because the services were not of equal value,
1

the value of coordinated

services that can be estimated is lower than Figure 111-2 would imply. Three

of the more expensive services--medical screening, dental screening and

dental treatment--were usually paid by Health Start. Although precise cost

data were not available, most of the costly medical treatments, like heart

surgery, were financed by other agencies.

1. See Chapter VII for estimated value of "coordinated" resources.
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P. Conclusions, Implications and Recommendations

"Coordination of health resources" in Health Start primarily amounted

to Health Start projects' using (to various degrees) numerous other health

resources to provide health services to children. There was no co mingling

of funds, there were few collaborative efforts resulting in agencies chang-

ing their approaches to health delivery for children, and there was only

one successful demonstration of a Health Start project's securing a Medi-

caid EPSDT contract.

There are more implications than recommendations that emerge from

this part of the analysis of the Health Start program. They are: (1)

It is difficult to change federal and health institutions. Changing

federal agency operations may require legislative action to reduce the

fragmented care now provided by HEW. Health agencies, like federal agencies,

need greater incentives and resources to provide more comprehensive care

to a population. (2) Health agencies have a need for Health Start-like

services. Representatives of local health agencies indicated that Health

Start offered the possibility of providing them with needed services:

outreach, health education and transportation. (3) It is possible for

an agency like Health Start to have access to various existing health

resources; however, negotiating for such services takes staff time and

project funds. The pay-off for.such efforts on the short-run probably does

not justify the cost of securing the agreements. With an on-going program

like Head Start, the initial negotiations could produce years of care;

therefore,such efforts could be cost beneficial.

For a program like Head Start, we make the following operational

recommendations:

Regional Offices of Child Development (possibly the AAP Health

Liaison Specialists) should work with state agency staffs to secure EPSDT
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agreements for several Head Starts. Securing an EPSDT provider number for

several projects could be easier than for a single (small) Head Start project,.

If Head Starts cannot successfully negotiate agreements to secure EPSDT

provider numbers, then Head Starts should refer whenever possible the

Medicaid children to local EPSDT providers in order to take advantage of

the Medicaid program and reduce the cost of their health components.

e Project staffs should be urged strongly to refer Medicaid eligible

children for enrollment to secure maximum Title XIX benefits.

Projects should negotiate early in the program year agreements
,

for health care to be contributed by other agencies in order to take

advantage of as many free services as possible.



CHAPTER IV

MEETING PROGRAM GOALS: ENROLLMENT, DELIVERY OF
HEALTH SERVICES AND FUTURE CARE ARRANGEMENTS

Enrollment

Health Start projects identified in their proposals the number of

children they intended to enroll. Table IV-1 shows that most of the projects

(20) reached 90 percent (or greater) of their enrollment target. Four pre-

jects enrolled less than 50 percent of the number of children they planned to

serve, and three enrolled substantially more than planned. Of the total

planned enrollment of 10,000 children, Health Start projects enrolled 9,835.

B. Screening and Detection

The average enrolled child received 4.4 of the seven required tests and

0.8 optional tests.' Nine percent of the Health Start children received no

required tests, and 2Q percent received all seven. Forty percent received

no optional tests, and 20 percent received at least two optional tests.

Table IV-2 reveals that the percent of those tested who needed treatment was

to an extent dependent on the age of the child. Data are presented for the

total Health Start population and for children over three years old and under

three years of age.

The most common health problem among Health Start children was dental

disease: slightly over half of the children receiving dental exams needed

some type of restorative work. Predictably, almost all of these children

were over three years old. The five most common medical problems detected

1. Appendix D presents data on performance of individual projects in
the health service area.
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in Health Start children wares (1) nutritional deficiencies (5 percent of

those tested), (2) acute upper respiratory diseases (4 percent). (3) ear

diseases or infections (3 percent), (4) skin disorders (3 percent) and (5)

various types of hernias (2 percent). Less than 1 percent of the children

with identifiable health problems were under care before entering Health

Start for the conditions detected in the program.

Recent data on a sample of Head Start childrenl indicate that Head

Start children share similar types of medical problems (if one considers the

results of the other screening tests). Of the five most frequealy occuring

problems reported for Head Start children (skin, vision, speech, tonsils and

adenoids, and malnutrition), all but one (tonsils and adenoids) were the

same as the most frequent problems in Health Start.

The number of tests a child received is related significantly to the

project; for example, there were two projects (Fairmont and Portageville) in

which over 90 percent of the children received seven required tests. The

percent of children tested who had positive results is strikingly high in

some cases. For example, in San Juan (Summer) and in Hammond, over half of

those tested showed positive results on hematocrit or hemoglobin screening.

In Boone, 29 out of 30 tested for intestinal parasites had positive results,

while in Center, 100 percent of the 68 dental screening tests yielded

positive results. The variation could result from the health status of the

children, the interpretation of the tests results and/or the quality of the

screening.
2

1. Data are for Head Start children in one OCD region and represent
children in four states (Arkansas, New Mexico, Oklahoma and Texas). Source:
Summary data for Phase II of the Head Start Health Planning Assessment Report,
prepared by Region VI Health Liaison Specialist for reporting to AAP.

2. See discussion in Appendix F on measurement problems in Health
Start screening program.
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C. Treatment of Health Problems Found

Health Start projects varied greatly in their ability to complete

treatment for the health problems detected. Data show that two projects

completed no treatment, while another completed treatment for all the

problems found. Table IV-2 shows that approximately three-fourths of the

children needinp dental treatment completed it before leaving Heolth Start,

but only slightly over half of the children who were tested and needed

medical treatment completed their medical work. Appendix D describes for

each test the final treatment status of the children tested and needing

treatment: the percent under previous carec the percent referred with no

treatment begun, the percent with treatment started and not finished, the

percent completing treatment, and the percent under care for a health

problem needing continued surveillance or treatment.

A child identified through a positive test result as needing treatment

could either be treated by the same agency that performed the teat or

referred to another agency for treatment. In the majority of the tests,

those children needing treatment who were not referred to another agency

tended to progress further toward completing the recommended treatment.

Table IV-3 summarizes the statistically significant results involving

comparisons of completion rates for treatment.

D. Arrangements for Future Health Care for
Health Start Children

For future care, Health Start linked 28 percent of the children to the

same medical services used during the program year and 31 percent to the same

dental services. The remaining children were to receive "unknown" care or

continue the providers used prior to Health Start. Table IV-4 shows that

Medicaid will provide funds for medical care for 20 percent of the Health
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Start children and for dental care for 16 percent. Other Health Starters

planned to utilize migrant funds, health insurance, or other sources. Funds

for future medical care were either unreported, "unknown,"1 or non-existent

for 70 percent of the Health Start children, and funds for future dental care

were either unreported, not known, or non-existent for 77 percent of the

children.
TABLE IV-3

PERCENT OF CHILDREN COMPLETING TREATMENT

Percent of Children Needing Treatment
Who Comet id Trent

Test

Treated by Same
Aeenqx 'as Gave Test

Referred to
Different Agency

Tuberculin OX (N -5) 50% (N14)

Urinalysis 68% (N -40) 63% (N -120)

Hemoglobin 57% .(Nw198) 3% (N -124)

Hematocrit 62% (N -292) 9% (N -160)

Vision 66% (N -56) 39% (N -311)

Hearing 54% (Nw46) 35% (N -364)

Medical 73% (Nw835) 38% (N -1102)

Dental 77% (N -796) 73% (N -1631)

TABLE IV-4

PERCENT DISTRIBUTION OF CHILDREN BY
FUTURE SOURCE OF FUNDS FOR DENTAL AND MEDICAL CARE

Future Source

Percent DistribOtion of Children

Medical
FunO,

Dental
Funds

Medicaid 20% 16%

Insurance 5 1

Migrant funds 1 1

Other 4 5

None 20 25

Unknown/not reported 50 52

00 ll
N w 9,832 N 9,835

1. A category used in the Health Start project reporting system if the
roJect, did not know.
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Table IV-5 indicates that about 30 percent of the children will continue

to receive care from the same source made vailable during the Health Start

program. Only a small fraction of Health Start children were introduced into

a continuing arrangement for health care. Table IV-5 shows the joint distri-

bution of the future availability of funds and services for dental and medical

care.

TABLE IV-5

PERCENT DISTRIBUTION OF CHILDREN BY
FUTTIRE SOURCE OF SERVICES FOR DENTAL AND MEDICAL CARE

Future Source

Percent Distribution of Children
Medical
Services

Dental
Services---,

Same as during Health Start 28% 31%

Same as prior to Health Start 26 21

Other 4 3

None 6 10

Unknown/not reported 36 35
---------------------------4

100% 100%
N a 9.830 N 9,810

The availability of future funds and services was strongly dependent on

the project itself. Although an average of 12.8 percent of the Health Start

children had access to on-going comprehensive care, i.e., dental and medical

funds and services, projects varied greatly in the number of children having

future care assurance. For example, none of the children in eight projects

had assurances of medical and dental funds and services, while over 50 per-

cent of the children in three projects were in that category. Table IV -6

presents the distribution of the availability of future medical and dental

funds and services for the Health Start children.
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TABLE IV-6

PERCENT DISTRIBUTION OP CHILDREN BY KNOWN AVAILABILITY
OF FUNDS AND SERVICES FOR FUTURE MEDICAL AND DENTAL CARE

"S'S*

OF
Future Dental Care

YES NO

Yes No Yes No Total

FUTURE

MEDICAL

CARE

YES
Yes

12.8 1.6 2.9 2.9 20.2%

No 4.7 1.8 0.1 2.2 8.8
11-

NO
Yes 1.7 28.8 2.9 33.4

No 0.1 0.1 l 4.0 33.4 37.6

TOTAL 19.3% 3.5% 35.8% 41.4% 100%

yEs available and reported ae such (includes the categories "medicaid,
insurance, migrant funds, and others" for funds and for services
the categories "same as during or prior to Health Start, and
others" as used in Tables IV-4 and IV-5).

NO not reported or reported as not available or unknown.

About two out of every three children had their records from Health

Start transmitted to another agency. Usually the records were sent to a

local public health department or a Head Start. Table IV-7 indicates where

the children's health records were sent.
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TABLE IV-7

TRANSMITTAL OF HEALTH RECORDS

Transmitted to Percent of Children

Nowhere 36%

Local school 9

Local public health
department 26

Clinic 9

Parents
.

--

Head Start 13

Other 5

Unknown 2

100%

Projects varied considerably in their ability to transmit records.. For

example, three projects did not transmit any records while eight projects

transmitted records for 100 percent of the enrolled children.

S. Serving Migrants'

In general migrant children received fewer services than did other Health

Start children. Migrant projects had generally beloW average performance and

tended to have low per child expenditures. Migrants were much less likely to

be eligible for Medicaid, and less likely to have had previous medical or

dental care. They received fewer tests, even though in two of the three

migrant projects the average number of abnormal conditions per test was very

high. Because of their mobility, migrants were less likely to have assurances

of future health care.

1. See Chapters VI and VIII for further discussion of migrant children.
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F. Conclusions

1. Of the 10,000 children targeted to be enrolled in the 1972-73

program, Health Start projects enrolled 9,835.

2. Projects varied in the number of required and optional tests given

to the children; however, the average enrolled child received over four of

the required seven tests and approximately one optional test.

3. The most prevalent health problem found in children over three years

old was dental disease. Over half of the children receiving dental exams

needed some type of restorative treatment.

4. A comparison of Health Start and comparable Head Start data revealed

that both groups of children experienced similar types of health problems.

That is, in both programs, some of the most common health problems reported

were skin, vision, speech, tonsils and adenoids, and malnutrition.

5. Approximately three-fourths of the Health Start children identified

as needing dental treatment completed it, while approximately half of the

children needing medical treatment finished their care. Part of the explana-

tion for the lower medical "completion rate" is that over one-fifth of the

children receiving a medical exam were found to have medical conditions for

which treatment could not be completed within 12 months. These children,

however, were introduced into on-going care arrangements.

6. Less than 1 percent of the children tested and found to have health

problems were under care for those problems before entering Health Start.

Therefore, Health Start provided care to children who obviously were in need

of treatment.

7. Success in arranging for future health care needs of the children

was highly dependent on the project. Approximately 13 percent of the Health

Start children were assured of on-going comprehensive care (defined,here as
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having a source of funds to pay for medical and dental care in addition to

medical and dental providers who were willing to take the child). Short of

the complete care (funds and services), Health Start linked 28 percent of

the children to some medical providers used in Health Start and 31 percent

to Health Start dental providers. The rest of the children would use pro-

viders available to them before Health Start or were not known to have access

to health services after Health Start.

8. Medicaid was the major source of funds for future care: 20 percent

of the children were expected to be covered by Medicaid for medical services

and 16 percent for dental care. A striking finding: approximately one-half

of the children were not known to have any source of payment for future

health care.

9. Migrant children received fewer services than other children, tended

to have more health problems, were less likely to be eligible for Medicaid,

and had less opportunity for future care.



CHAPTER V

MEETING PROGRAM GOALS:
DELIVERING HEALTH EDUCATION

A. Health Education Objectives

Since the beginning of Health Start, program guidelines required

that health education be given to children, parents, and staff. In the

1971-72 program year, the guidelines were not specific, merely calling

for some type of health instruction to be delivered. Consequently, the

1971-72 evaluation showed that educational components received little

emphasis and that--due to lack of materials or training--instruction,

when it occurred, was the product of project initiative.

Because of these first year findings, the 1972-73 guidelines

spelled out more clearly the essential topics to be covered and the

requirement that health education "be given equal priority with the

delivery of health services."1 Health Start education requirements

included instruction to parents and children on personal hygiene, oral

hygiene (including the proper use of a soft toothbrush and unwaxed dental

floss), nutrition, and safety and accident prevention. "Consumer health

education," specifically aimed at parents, was to include ways to

determine needs of children in emergencies and the use of existing

health facilities and available health funds, thus ensuring continuity

of care.

Guidelines also specified that health education for parents and

children should be given in both group and individual sessions.

1. See Appendix A for 1972-73 Health Start guidelines.
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It was recommended that projects offer group meetings "during the summer

impact period" and oneto-one encounters throughout the year.

B. Collecting the Data

Evaluators gathered data for the evaluation of health education from

four major sources: (1) Urban Institute site visits, made in late summer

and fall of 1972, which of course revealed more about project plans than

resultant activities, (2) a telephone questionnaire in March of 1973 which

identified the actual activities within a project's health education com-

ponent, (3) the Quarterly Health Reports which included statistics about

the number of parent and child health education encounters, and (4) Health

Start expenditure forms which were designed to include per child costs for

health education delivery.

C. Overview of Project Components: "State of the Art" of Health
Education in Health Start

The collected data helped in determining the degree of emphasis given

health education by each project. With the exception of eight projects

that seemed to develop special or broad-based activities, most Health

Start projects delivered health education on an Informal, casual, and

sporadic basis. The "state of the art" of health education in the 1972-73

program year remained relatively undeveloped and unsophisticated.'

1. As mentioned in Chapter II, The Urban Institute planned to con-
duct a parent survey to determine the impact of health education on the
children. Because of methodological constraints and the expected cost
and value of the information, on approval from the OCD project monitor,
the parent survey was eliminated from the study. See Appendix B for dis-
cussion of methodological problems.
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1. Type of Health Education Delivered

In spite of the fact that 17 health coordinators in the Spring of

1973 replied "yes" to the question "Do you have a formal health education

component?",/ their definitions of health education seemed to vary greatly.

Several coordinators were unsure of the topics covered by the day care

centers in which Health Starters were enrolled. Other coordinators con

sidered their health education component to be what a physician, dentist,

or nurse told a patient as part of regular office routine- -such as the

explanation of a procedure or the results of a teat. Still other projects

labeled as "health education" the rather unsystematic meetings of staff

members with parents and children in cars on the way to a doctor's office

or in the examining rooms of a diagnostic clinic.

Table V-1 presents data on the scope of health education activities.

Two of the 30 Health Start projects claimed to have offered both group and

individual health education sessions to parents and children. The remain-

ing projects with organized health education components offered variations

of the Health Start guideline requirements; for example, eight projects

scheduled only group sessions and two projects only one-to-one encounters.

2. Topics Covered

Variation also occurred in the topics covered by the projects.

Ten projects, either by design or because of a lack of resources, devoted

most of their health education time to children with known health problems

or to a particular health issue such as strep throat, dental hygiene, or

1. Whenever a project covered only one topic (or only a few) on a
limited or sporadic basis or when health education took place due to non-
Health Start efforts, evaluators considered the project as one with no
formal health education.
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nutrition. Table V-2 shows that, at almost all projects, health education

for children included instruction in proper toothbrushing yet, at most proj-

ects, no instruction on the use of dental floss. Seven projects gave a

series of demonstrations of handwashing, and 10 projects focused on nutri-

tion education.

Guidelines suggested that health education for parents be focused on

"consumer health education." Fourteen projects reported that they instructed

parents in the use of community health resources. Although most parents

of the children with serious health problems were likely to receive indi-

vidual attention and information concerning health facilities, only eight

Health Start projects scheduled such sessions regardless of a child's health

status. Nine projects offered no consumer health education; two of them

said, "there's little available," and two others said "everyone knows and

uses them [local resources] anyway."

3. Health Education Encounters

Projects varied greatly in both the percentage of children and

parents who had at least one health education encounter and in the average

number of health education sessions given. One project reported no health

education encounters with either parents or children, while another claimed

that over 98 percent of the parents and children received some form of

health education. Approximately 55 percent of the Head Start children

and 64 percent of the parents had at least one health education encounter.

The average number of health education encounters across all projects was

1.3 for children and 1.6 for parents.' The fact that little emphasis was

given to health education could account for the fact that only four proj-

ects were able to estimate the per child expenditures allocated,for

delivering health education.

1. Source: Health Start Quarterly Health Reports, June 1973.
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TABLE V-2--HEALTH EDUCATION TOPICS COVERED BY HEALTH START PROJECTS
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D. Reasons for Weak Components

Projects reported and evaluators observed a variety of reasons why

most Health Start projects did not make health education a high priority.

1. Involvement of Parents

Almost half of the coordinators cited poor parent attendance at

meetings, while a number of coordinators reported general parental indif-

ference to matters of child health as major difficulties in delivering

health education. Others said that they simply accepted the fact that

parental involvement--in groups or as individuals--could not be expected

of exhausted farmworkers or of rural families isolated by lack of trans-

portation or by snow.

2. Ages of Children

Most coordinators felt that the age of the children often ham-

pered the delivery of health education. It wan difficult for them not

only to ensure that learning was taking place but to hold the attention

of pre-schoolers over a suitable period of time. Also, seine found it hard

to plan a single health education progra4 that would be suitable for chil-

dren ranging in age from birth to six years.

3. Staffing and Materials

Although no coordinators reported that lack of staff training

was a problem, four projects identified lack of staff expertise as a

major problem. Five staffs coruplaihad that they were hampered by a

shortage of appropriate health education materials. Eight projects

indicated that they were understaffed in personnel trained to give health

instruction. One coordinator said that recruitment, scheduling appoint-

meats, and screening were inevitably "done at the-:expense of health

education."
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4. Non-Quantitative Results

Staff workers and evaluators alike are often frustrated in

determining the effects of health education activities. One coordinator

regretted that, "You can't evaluate the impact of health education on

children." Admittedly, health records can list the immunizations given

and count the caries repaired, but they cannot help the staff measure the

effects of a health education program on a child's health or the behavioral,

informational, or attitudinal changer; in parents and children. Not surpris-

ingly, when staff time was limited, the first activity to be cut was often

health education.

E. Projects With Promising Health Education Components

Eight projects representld particularly promising health education

approaches. Their instructional components were well organized and inter-

esting enough to merit more attention than given them in Tibia V-1. They

are the Health Starts of Penobscot, Maine; Portageville, Missouri; Center,

Colorado; Cedar City, Utah; Merced, California; Hillsboro, Oregon; Medford,

Oregon; and Coos Bay, Oregon.

1. Penobscot, Maine

To reach the parents and children of rural Penobscot and

Piscataquis Counties, one of Health Start's three nurses or five para-

professional health aides tried to make regular visits to all enrollees'

homes. Because over one-fourth of the families were not reached, the

average number of parent and child encounters was low (2.7). When fami-

lies were reached, however, the living room became a family classroom for

discussing anemia, incubation periods of childhood diseases and rashes,

dental hygiene, the prevention of lead poisoning, the development of

motor coordination, and emergency first aid.
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The Health Start workers emphasized both the value of preventive care

and "consumer" health education, informing parents of available facilities

and eligibilities for special services. They not only itemized all area

health resources but ensured that necessary referrals and clinic visits

were made.

To further involve parents, staff members enlisted their help in the

design of educational materials. Together they developed a curriculum

based, in part, on ideas from Healthy, That's Me, a guide created for

Head Start use consisting of a teacher's manual containing five class

study units, seven parent handbooks, and a booklet for. children.

Staff education was regular and comprehensive. The five aides re-

ceived six months of in-the-field training from Operation Mainstream, a

community action group funded by the Department of Labor. They also

attended weekly in-service sessions with such specialists as a psychologist

from Bangor's Counseling Center, the nurse-director of a mental retardation

program, a dentist sent by Augusta's Bureau of Human Resources to speak on

oral hygiene, a nutritionist from the University of Maine, and even local

firemen demonstrating techniques of first aid.

2. Portageville, Missouri

Even before the Portageville program got underWay, local Head

Start-Health Start staffs received intensive instruction in various aspects

of health education. Soon after, teachers, nurses, and health aides devel-

oped a booklet at a fifth grade reading level--telling parents how to

introduce new foods, when to take a child to a doctor, and what to do in

emergencies.
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Health Start focused some of its parent group sessions on health

"consumer" probleMs: meal-planning and basic nutrition, the use of govern-

ment surpluses, and familiarization with local resources.. ,But the parents

also suggested.a number of topics that were later covered by discussion

and films: dental care, immunizations, first aid, sickle cell anemia

screening, and readying a child for school. Perhaps for these reasons

interest in the program ran high. The coordinator reported that approxi-

mately 60 percent of the parents showed up at an average meeting, in spite

of tiring field work and blistering temperatures.

An average of 4.6 one-to-one health education sessions took place

with parents in their homes or at the center, and usually these related

to the child's particular problem or treatment. But staff members also

delivered basic health information using such techniques as a bingo game

and a crossword puzzle based on facts of health or nutrition. Children

were reached in one-to-one sessions that covered accident prevention,

proper toothbrushing and personal hygiene. On three occasions, the children

met in !troupe to learn the "whys" of immunization, the importance of dental

care, and vhat happens when you visit the doctor. The Portageville children

averaged about 5.4 health education sessions, more than any other reported

project average.

3. Center, Colorado

During this program's second year, 90 Health Start families took

part in an "experiment" sponsored by the Colorado Department of Health,

Head Start, the Colorado Heart Associations's Committee on Rheumatic Fever,

the Strep Disease Section of the Center for Disease Control, and the U.S.

Public Health Strep Lab at Fort Collins. Its purpose was to tetermine the
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impact of health education on the detection and control of a particular

problem--"strep throat." To gather information about this potential cause

of kidney disease and rheumatic fever, Center's health coordinator divided

the families into three groups of almost identical composition.

The plan called for all groups to be cultured three times--in

September, 1972 and in January and April, 1973. Those in one group would

receive no other systematic attention, while the children under 18 in a

second group would be cultured every three weeks, symptomatic or not. The

third group would be cultured on demand, but, more importantly, would be

given intensive education about strep infection from health aides on a

continuous basis.

The coordinator planned to compute the data from regularly-kept ill-

ness histories of every family at the end of the Health Start year. How-

ever, because of a cut -back in Public Health Departmnt funds, these data

will not be tabulated, and the results of the experiment will not be known.

Early in the year, health aides polled the parents to determine topics

for group sessions, and often these suggestions became the agenda later

meetings on first aid, family planning, nutrition, eye care, cognitive

stimulation, normal childhood development, and disease danger signals.

"Veteran" parents of the program's ;'first year, as well as a few grandparents,

joined second year parents at large group meetings. The popularity of these

gatherings was due not only to efficient publicity but to the lack of

"entertainment" elsewhere. Center has no movie theater, no community center,

and, with at least 52 consecutive clays of below zero weather, little outdoor

recreation.
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Perhaps the success in involving parents should also be credited to

the health aides--all hi-lingual, Spanish-surnamed, local women who more

or less "adopted' their 20 to 25 assigned families and made an average of

five visits to the homes for everything from diaper rash to strep infection.

Committed to their, own professional development, the four women have, during

the course of the Health Start program, gained their high school equivalency

diplomas, and this winter they enrolled at Adams State College in Alamosa

for a course in nutrition.

4. Cedar City, Utah

The Cedar City project utilized a variety of materials and some

unique resources to provide health education for parents and children.

Brigham Young University offered Health Start parents an unusual opportunity

to join a program originally designed for student wives. At a cost of only

two dollars an academic quarter, almost 25 percent of the Health Start

mothers took up the offer to attend courses is homemaking,nutrition, child

care, and child development.

The topics for group discussion and instruction at the project level

were determined by Health Start parents (in an informal survey), by the

Office of Navaic Economic Opportunity, and by a project advisory board

(made up of parents, community representatives, college personnel, physi-

cians, and even a speech and hearing therapist). Consequently, sessions

covered such special interest topics as pre-natal and infant care, normal

growth patterns, drunk driving, and the importance of exercise as well as

such basic areas as nutrition, personal hygiene, dental health, and safety.
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To link parents to local resources Health Start staff workers kept

them informed about eligibility requirements and available resources, such

as the services provided for Indian migrants through a local Navajo reserva-

tion. For individuals and groups, Health Start drew upon a variety of

health education materials: pamphlets from Head Start, the American Dental

Association, and the Utah Dairy Council; the Healthy, That's Me teacher's

manual, and films from the Media Center of Brigham Young University.

5. Merced, California

By operating out of Head Start facilities in each of the five

communities it served, Health Start had access to a variety of health

education materials--some provided by the Red Cross, the American Academy

of Pediatrics, the Head Start Rainbow series, and even pharmaceutical

companies.

Although parent group sessions covered such topics as immunisations,

first aid, personalhygiene, sickle call anemia, family planning, nutri-

tion and the use of community services, Health Start directed special

attention to preventive dentistry. Tutor-aides visited the homes of over

half of the enrollees at least twice during the year. They not only

instructed parents in the realtionship of good nutrition to dental health

but also showed them how to teach their children the techniques of proper

brushing and flossing.

At one point, dental students from Stanislaus State College set up

preventive dentistry "shows" for the children with charts, acting-out games,

and even puppets. Throughout the year, nurses, physicians, and Head Start

nutritionists also reinforced the health education program of the regular

staff.
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6. Hillsboro, Oregon

For many Hillsboro parents health was something they thought

about only when children had serious problems. Consequently, Health Start

found it difficult to stimulate their interest in keeping medical appoint-

ments, let alone their participation in evening meetings. After poor

turn-outs for group sessions on dental care, sex education, and nutrition,

the staff shifted its emphasis to home visits and one-to-one counseling.

Before this year's program got underway, Hillsboro's health coordina-

tor set up--for her carefully selected aides--training in everything from

proper handwaehing and first-aid to the detection of "battered child."

During the year, because Health Starters met in a day care setting, staff

workers found it easy to offer the children a group dental program. To

spur interest in plaque control, they created catchy slogan buttons for the

children to wear and sponsored group "brush-ins." In what became Health

Start's most effective teaching moments, these same aides visited the homes

and passed out toothbrushes, dental floss, disclosing tablets, a tooth

chart, a month mirror, and chewable fluoride tablets.

Not surprisingly, most health instruction took place in one-to-one

encounters between families and the project aides, public health nurses,

students, a dental hygienist, and the staffs of private agencies. In

these' individual meetings, outreach workers distributed Proctor and Gamble's

"A New Plan to Keep Your Teeth for a Lifetime" and some other materials

printed in both Spanish and English. They also assisted the families in

identifying local resources, enrolling in food cooperatives, and watching

out for such seasonal hazards as poisonous mistletoe. Because of poor

early response, the actual average number of encounters was low--1.7 for

parents and 2.6 for children.
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When a nutritional study revealed that many Health Start families were

eating poorly, state and local health department nutritionists stepped in

to tailor plans for particular families, indicating what foods might upgrade

their menus. With the diagnoses in hand, aides from Health Start and the

Department of Agriculture visited the homes, and many parents, expressing

interest in what they might be missing, even asked for a follow-up study

to measure their later improvement. These experiences indicate how the

Hillsboio program consistently saw nutrition and dental hygiene as high

health education priorities.

7. Medford, Oregon

Most of Medford's Health Starters were under four years of age;

consequently, the staff directed its formal health education program at

parents in both group and individual meetings. After attendance problems

in the first year, group sessions this year seemed to generate more inter-

est. Health aides, a licensed practical nurse, a nutritionist, a dentist,

Planned Parenthood spokesmen, and VISTA volunteers gave programs on health

and safety, child growth and development, family planning, dental care,

and changing family roles.

One-to-one meetings allowed the staff to give personalized attention

to such problems as dental hygiene. Staff aides, trained in preventive

measures at a regional dental workshop, visited the homes on an average

of three times and taught proper brushing, flossing, and the use of dis-

closing tablets. Also local dentists cooperated by surveying patients both

before and after treatment to determine any changes in their knowledge of

plaque control.
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Health Start workers provided parents with a variety of pamphlets

from home extension services, Mead-Johnson Pharmaceutical Company the

public health department, and Planned Parenthood. Often they carried a

cassette projector into the homes and showed a dental film strip. At

group sessions, they utilized a TV-sized screen that plugs into a wall

socket, showed video tapes on child care, and distributed matching manuals

for parents to keep.1 Due to the successful use of their video equipment,

the manufacturers have offered to donate a smaller machine for home viewings

and a series of 12 tapes on health and safety, immunizations, and common

childhood health problems.

8. Coos Bay, Oregon

Health Start staff workers and parents not only utilized pamphlets

from the Department of Agriculture but created their own handbook. Parents

helped select the topics to be covered and also edited and typed the final

manuscript. Financed by advertising from local businesses, the handbook

includes coloring pages and even pullout sections for children.

One-to-one counseling began when parents first accompanied their

children to the preliminary screenings and learned about other local re-

sources. Later, each Health Start family received an average of three

home visits from staff aides who demonstrated the correct use of a tooth-

brush and dental floss. At that time, children received special instruction

in dental and personal hygiene and in nutrition.

I. This is the ROCOM Child Care Curriculum published by Hollman-
LaRoche, Inc., N,!tley, New Jersey.
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At group sessions, parents heard a dental consultant, a dietician, a

pediatrician, a fire inspector, the director of a food stamp program, and

even instructors from a local college. They listened .0 talks on dental

care, food preparation and nutrition, preventive medicine, fire prevention,

the welfare system and food stamps, tips on shopping, grooming, and house-

keeping, and the difficulties of raising and disciplining a child.

These eight projects provide insights into some promising aspects of

health education delivery. All of these projects had above average parent

and child participation, five of them gave intensive staff training, and

six concentrated on health problems found. With the exception of the

Merced project, all were in their second year of operation, and five of

the seven second-year projects were headed by "veteran" coordinators.

The successes in this past year are encouraging, for five of the eight

highly assessed Health Starts were not identified as such at mid-year.

The remaining 22 projects had less developed health education com-

ponents, if any at all. Without further evidence, it is not likely that

much health education instruction took place there with parents or children.

F. Conclusions

Health Education, as in the first year Health Start program, was

relatively unsophisticated and unorganized. With the exception of eight

projects, most Health Start projects delivered health education on an

informal, casual and sporadic basis. Projects varied on the emphasis given

to the topics required by the guidelines. Ten projects, either by design

or lack of resources, limited their health education efforts primarily to

children with known health problems or to particular health problems

prevalent in the children in the area.



CHAPTER VI

FACTORS AFFECTING HEALTH START PROJECT RESULTS

This chapter addresses, to the extent possible, the relationships

between project results (primarily in providing health care) with project

characteristics, community characteristics, and availability of resources.

A. Health Start Project Characteristics

1. Description of Selected Project Characteristics

What follows is a detailed description of selected 1972-73 Health

Start project characteristics. It is presented as a framework for analyzing

the effectiveness of different project approaches. The characteristics

discussed here are: planning activities and decisions, the proposal review

process, outreach and recruitment, staffing, and health service components.

Descriptions of projects' health services coordination efforts were presented

in Chapter III.

a. Planning

Although a Health Start proposal is in itself a kind of plan, the

real working plans of any program are the formulated goals that result in

a developed and implemented system of operations. From site visits and

project reports evaluators gathered information about how much time was

spent in planning, what local agencies and providers were contacted for

support, what children would be reached and with what services, what prob-

lems occurred at the "start-up" of a program, what regional and national

help was requested and/or received, and how refunded and newly funded

projects differed in their planning.
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(1) Length of Time Spent in Planningl

The amount of time spent in planning varied dramatically from

project to project. There were two reasons for this: one, differences

in the dates when projects were notified of funding or of the program

itself by the regional and the national Offices of Child Development and,

two, the timetables of local planning boards or health coordinators.

The 1971-72 Health Start evaluation indicated that planners had avail-

able from as little as three days to as much as three months for planning--

the median time being about five weeks. The same variation occurred in the

1972-73-program--from as little as one day to as much as four and a half

months. Some projects got a head start on planning because they had 1971-72

Health Start grants and began planning even before the announcement of the

second year program. Others already had a plan for a child health program

or component either because it had been previously submitted to another

funding agency or because it was essentially the same plan as one for a

first year Health Start or a Head Start in the same community.

(2) Agreements Reached With Agencies and Providers in Planning Phase

Only eight projects reported having written agreements from

negotiations with agencies or health service providers about screening to

be done, tests to be given, fees for services. and staff time to be pro-

vided to assist with health education. Eleven projects had, at the begin-

ning of the program year, general service agreements with agencies and

providers for screening. Five projects received statements of general

1. The Urban Institute defined planning to include the activities
that took place that led to the writing of the Health Start proposal. See
Health Start Analysis Plan for the Second Program Year (Urban Institute
Working Paper 964-2), for specific questions in the Health Start Field
Collection Forms.
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support, while others assumed chat they would use the same working arrange-

ments as existed in the 1971-72 Health Start program or in the existing

Head Start program.'

(3) What Was Planned

(a) Limiting the Target Population

When planning its Health Start program, each project had to decide

the number and the specific kinds of children it would serve. Several

factors determined the number of the pre-school children to be enrolled by

each project: the amount of money granted (six projects), the estimated

number of Head Start siblings in the area (seven), the previous year's

experience (five), pre-school population estimates (three), availability

of area health resources (two), the number of migrants in the area (two),

and the number of enrolled Head Start children (one).
2

Less clear.was the

rationale cited by four projects; for example, one project "just decided."

Target populations were chosen in a variety of ways--often on the

basis of health and economic needs but also on the basis of previous identi-

fications made by Head Start, school systems, public health departments, and

other agencies. Data collected in surveys made by the Census Bureau, local

Head Starts, Community Action Agencies, and other agencies also assisted in

the selection of target populations. Although the groups to be served were

usually specifically defined, as in the case of four projects funded to work

exclusively with migrants, many Health Starts still suffered from problems

of outreach.

1. Specific planning data for the Baltimore project were not available
due to inaccessibility of the staff member in charge of planning.

2. The Amarillo project misunderstood the purpose of Health Start and
submitted a proposal for what they thought was a supplementary grant for
Head Start health Services. They did not find out until the coordinators'
conference (after they were funded) that children enrolled in Head Start
could not be served in the Health Start program.
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(b) Optional Tests and Components

Seventeen projects planned to give at least one test in addition

to the seven testa required.
1

In the area of mental health, two projects

planned to offer psychological tests for early detection ata treatment of

problems in children, and one project hoped to test parents to identify

problems which might eventually affect the children. Seven projects planned

to use the Denver Developmental Screening Test (DDST) to spot mental retarda-

tion and other problems not readily apparent.

Five projects hoped to include speech screening for detecting potential

problems and the need for early therapy. But, in a number of cases, an

area's particular health problem determined the planning of an additional

special test. Because they planned to enroll a large number of blacks nine

projects added sickle cell anemia tests to their schedule. Because of high

streptococcal infection rates in the communities to be served, three projects

decided to include strep culturing. And because many enrollees lived in old

houses, seven projects planned to administer tests for lead poisoning.

(c) Optional Components

Most Health Start projects planned some program components not

required by the guidelines, for example, family planning or education and

care of mentally handicapped children. Usually these extra services tended

to encourage the participation of families as families. Twenty-one projects

offered transportation for parents and children to screening sessions,

follow-up care, and health education meetings--often a crucial service in

areas with little or no public transportation. Six projects offered baby-

sitters to allow parents to attend screening and health education sessions.

1. The seven tests required by the Health Start guidelines were
hematocrit/hemoglobin analysis, tuberculin, vision, and hearing tests,
urinalysis, a medical evaluation, and a dental evaluation.
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Seven projects planned to provide meals--one because it wished to include

nutrition counseling, one because it had a day care operation similar to

Head Start, and others because participants traveled great distances to

attend.

(4) Proposal Review

Review of a project proposal at the local and the regional level

is an important influence on planning. All but four Health Start projects

sought input from local officials such as directors and program specialists

of the Community Action Program, directors and staff of Head Start, parent

advisory committees of Head Start, parents and staff of Health Start,

consultants from the American Academy of Pediatrics, county health depart-

ments directors from the Department of Social Services, the Board of

Education, community councils, local nutritionists, college administrators,

dentists and physicians.

Because of local review, nine projects readjusted budget requests or

changed their proposals to serve different target populations, such as Head

Start siblings, particular ethnic groups, or handicapped children. Because

of HEW regional office reviews, seven projects received budget changes that

affected specific line items as well as total proposed expenditures.

:,,t,ional reviewers also attached special grant conditions, such as a

directive to include Indians, to seven project proposals.

(5) Project Start-Upl

Project start-up problems occurred at 18 projects--several

because of trouble in staffing their program and 12 because of late funding.

1. Start-up is defined as the period from the announcement of the
grant award until the project began some project activity.
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Although Office of Child Development regional offices helped resolve late

funding problems at some projects, other projects waited for the money to

arrive before beginning operations.

The amount of time that elapsed between the start of operations and

the enrollment of the first child varied from "no time lapse" in some cases

to three months in others. However most projects reported a time lag of

less than one month. The amount of time that elapsed between the first

enrollment and the first screening varied from zero days 1
to seven months.

The projects scheduled a variety of simultaneous activities during

this start-up period--outreach and recruitment, negotiation of contracts

for services, the setting up of offices, and staff orientation and training.

Later after children had been enrolled and before screening got underway,

projects scheduled parent meetings, finished their work with first year

children, took medical histories, and acquainted new children with Health

Start activities.

(6) Project Contact With Regional and National OCD Staffs
During Planning Period

Through letters and site visits, the local, regional, and national

levels of Health Start kept in touch. Ten projects wrote to their regional

offices, reporting new project statistics or requesting information about

aspects of the program such as training sessions, evaluation of the previous

year's work, or clarification of budget items or funding dates. Other proj-

ects wrote requesting information about using carry-over funds, coordinating

resources, 1972 budget revisions, or the dates of site-visits. In all, 11

projects report receiving written communications from their regional offices

before hsginning operations of the 1972-73 activities.

1. A few projects, anticipating the second year of Health Start, had
enrolled children for the 1972 program some months before it began.



OCD regional office representatives visited 11 projects to monitor the

operations, to participate in negotiations for local funding and services,

and to assist Staff training programs. OCD national staff representatives

visited several projects: the National Health Start Director visited three'

and instructed two project coordinators in recordkeeping and general program

operations, and the acting director of Head Start Health Services also visited

several projects. Because of a regional level request, a headquarters staff

member of Social and Rehabilitation Services (SRS) visited one Health Start

site to help in negotiations with the state (Title XIX) Medicaid agency

about Early Periodic Screening, Diagnosis 'and Treatment (EPSDT).

(7) The Influence of First Year Experience on Second Year,Planning

A number of projects reviewed their first year operations and

evaluated their local impact in the process of planning their second year

proposals. Yet, having been a first year Health Start did not necessarily

guarantee that needed revisions or innovations would be made for the

program's second year.

At three refunded projects, planning simply amounted to the writing

of the Health Start proposal. Other projects, having learned from experi-

ence, made changes that were to improve project effectiveness. For example,

the San Juan, Puerto Rico,project shifted its service from a population

within walking distance of a public health center to a population with

severe health problems, in dire poverty, and with no care available nearby.

Because planners felt that little had been accomplished with their original

day care structure, the Orlando, Florida,project dropped its center and

the resources to run it: health education director, student interns,

transportation, and meals. Penobscot, Maine, dropped its summer day camp

format (which had served a large percentage of the Indian population) and
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expanded its small "satellite" clinic program into a structure of 25

"visiting" clinics (which served a mostly white, rural population) in the

second year.

Revisions of budgets also reflected the changed emphasis of a number

of projects. The Hillsboro, Oregon,Health Start allocated more funds the

second year for strengthening its health education component and providing

instruction at the time of screening. The Center, Colorado project utilized

more money for transportation and for what seemed to have been a special

first year need--psychological testing. Staff needs dictated budget changes

at three projects--in Medford, Oregon, an increased staff size for more

efficiency; in Dayton, Ohio, additional staff time in the budget (its 1971

coordinator's salary had been an "in-kind" contribution); and in Tom's

River, New Jersey, the addition of one more staff members to facilitate

operations.

b. Staffing

(1) Tho Coordinator

Health Start guidelines required that each projei:t secure a health

coordinator to satisfy certain minimum requirements. Preferably "this

individual should be . . . a registered nurse, . . . knowledgeable in the

use of community, state, and federal resources and . . (with] experience

in administration, teaching, and counseling." However, some program plans

might have justified employing a person knowledgeable only in community

health resources as long as he or she had a minimum of two years experience

in medical service administration. Also, a person "familiar with local

Tills XIX operations, including eligibility certification, could be con-

sidered a medical service administrator for the purpose of the grant."'

1. See Appendix A, page 2.



VI-9

(2) Time Commitment

Although a Health Start project coordinator was to be employed

for a full year, he or she could have worked either full-time or part-time

on the Health Start program. Guidelines encouraged part-time employment

when Health Start did not demand full-time service and when the individual's

other work enhanced the Health Start program. Nineteen projects employed

full-time coordinators, all hired near the beginning of the program year

Twelve projects had part-time coordinators, six of them shared with Head

Start and three hired at least two months after the program year began.

At five projects, staff turnover meant that more than one coordinator

served during 1972-73.

(3) Background of Coordinators

Four of the 31 projects were headed by men and 15 by veterans of

a 1971-72 Health Start.
1kok

One coordinator was a pediatric nurse practitioner

and 24 were registered nurses with clinical or public health experience.

However, they also included a former welfare administrator, former teachers,

a physical education graduate, and several Roman Catholic nuns.

(4) Coordinators' Non-Health Care Tasks

In spite of the fact that most of the coordinators had backgrounds

in health care, they claimed that the majority of their work was related

to something other than direct health service delivery. (Six coordinators

reported that they administered vision tests, but this was the highest

number to give any single screening test or immunization.) Seven

1. For evaluation purposes, we have considered the Fairmont grantee
as having two projects because operations existed in two different locations
with the health coordinators in the two areas using slightly different pro-
gram approaches. We have also divided the San Juan Health Start into two
projects in most of our analysis, because two separate groups of children
were served: those enrolled in the summer program were terminated at the
end of the summer session, and a second group of children replaced them in
the fall 1972.
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coordinators helped to write program proposals, and 19 spent time negotiating

with local agencies for resources. All coordinators reported that they did

general record-keeping, and 11 took medical histories. Nineteen worked on

some aspect of their health education component 16 on scheduling the screen-

ing and treatment sessions, and 14 on outreach.

(5) Staff Size

The two projects of Fairmont, West Virginia, operated with the

smallest staffs, each with only a health coordinator. The Hammond, Louisiana

project had the largest staff
1

(218)--a coordinator, a project director, two

nutrition directors, five secretaries, two center directors, five health

aides, 15 head teachers, 45 teachers, 60 teacher's aides, 15 cooks, 30 cook's

helpers, five custodians, and 32 bus drivers. However, this large staff

functioned only during a six-week impact classroom - clinic. For the balance

of the year responsibility for follow-up care fell to the full-time health

coordinator, one aide, and a secretary--all operating out of a small office

in the annex of an active grade school. More indicative of Health Start

staff size, however, is the fact that the median number of staff workers

across all projects (excluding Hammond) was six.

(6) At most projects (26), health or social aides assisted the work

of the project, and, at 16 rites, Health Start grants covered their salaries.

The aides' duties included outreach and recruitment, taking medical histories,

and giving vision tests. Aides also filled in as health education assistants,

appointment "secretaries," and drivers to pick up children for screening

and treatment sessions.

c. Outreach and Recruitment

Almost half of the children were enrolled door-to-door, a small

percentage of whom were found first through agency referrals. The second

1. Hammond was a "converted" Head Start and continued to operate a
summer Head Start program.
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largest group was children already enrolled in existing day care centers

(16 percent).

Three major variables affected the amount of resources needed to

recruit Health Start children--the geographic,area, the target population,

and the method of recruitment. All of these factors influenced transporta-

tion costs, man-hours spent, and the time devoted to recruiting each child.

1972-73 Health Start served five general classifications of geographic

area: (1) "wide rural" (which includes migrant projects covering several

counties or an entire state), (2) rural (not in an SMSA)1 (3) a mix of

urban and rural, (4) urban (which includes a major part or all of a city),

and (5) urban neighborhood. (See Figure VI-1.)

Thi target populations of Health Start fall into three general but

not necessarily discrete categories: (1) "general geographic areas" or

identifiable poverty pockets which can be a part of or all of the geographic

area to be served, (2) "identified potential population" which implies

referrals from welfare departments, school systems, Community Action

Agencies, local health departments, parents, and Health Start staff members,

and (3) a "captive population" which has been defined by another program

or agency such as day care centers, pre-schools, or kindergartens. Head

Start siblings represent a subset of category two ("identified potential

population"), because they are a "fixed population"--easily known, identi-

fied, and located for enrollment.

Figure. VI-1 indicates that the size of target area and the target

population identified did not necessarily determine the recruitment methods

used by the projects. For example, projects serving wide rural areas

1. Standard Metropolitan Statistical Area.
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TYPE
GEOGRAPHIC TARGET OF

ARRA POPULATION ENROLLMENT

Wide
Rural &
Migrant
(6)

Rural
(11)

Urban
and

Rural

(7)

General
Geographic

Area or Pov-
erty Pockets

(11)

Urban
(0.#3)

Urban
Neigh-

borhood

(*v 3)

Identified
Potential
Population
(Lists from
Welfare, etc.)

(6)

Combination
of Various
Target Groups

(7)

Fixed
Population
(Siblings of

Head Starters)
(1)

Door

to
Door

49%

Mammy'

Captive
Population
(Day Care
Center or

Kindergarten)
(6)

( ) ss Number of Projects.
% m Percent of total children enrolled.

Enrolled at
Time of

Activities of
Other Agencies

27%

Family Data
and Signatures
Collected by
Day Care Staff

16%,

Parents
Enrolled

Unsolicited

4%

Other
or Missing

Data

3%

Figure VI-1 - Sources and Primary Types of Enrollment for Health Start Projects
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(e.g., Penobscot, Grants and Mora) recruited door-to-door and so did

Baltimore, serving a section of a city. The various types of recruitment

nrocedures required different amounts of staff time; for example, enrolling

children from a wide rural area door-to-door demanded the most man-hours.

Enrolling children in this manner necessitated spending a lot of staff

time and money for the transportation of recruiters. On the other hand,

Health Start projects serving children in day care centers spent little or

no money on recruitment, because "enrollment" in those cases meant simply

signing up the parents and extracting family background data from the day

care center records.

d. Health Services

Although Health Start guidelines did not stipulate who should

perform various services or where and how these should take place, they

did outline the basic requirements for proper detection and treatment.

The community to be served--its health resources and its health pro-

viders--dictated,in effect, the way in which services could be provided.

Inevitably, Health Start projects determined which individual providers

to enlist; whether Health Start funds, other agency resources, or both

would be used; whether Health Start staff, outsiders or both would do some

or most of the screening; and how to structure the screening sessions (for

groups or individuals, at one meeting or many).

The data indicate that all of the 1972-73 projects utilized "out-

siders" in the screening process. At one project, private practitioners

(physiciani and dentists) conducted all screening, while at another pro-

ject, a physician not only gave the physical examinations but determined

the necessity of dental referrals. Three projects made no plans to use
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a dentist in their screening program, yet in fact a majority of children

in those projects saw a dentist. Two projects decided that children need

not be seen by physicians or dentists unless abnormal readings were found

for specific tests. At 16 projects the Health Start staff worked with a

mix of providers: physicians, dentists, and other individuals or special

screening teams, such as state public health department audiologists or

public health nurses. At eight projects, Health Start served only as a

liaison to services and did not itself participate in the screening.

Most projects actually conducted fewer screening sessions per child

than planned. Only two projects scheduled more sessions than originally

planned. The average number of screening sessions per child ranged from

one to five, with a median number of encounters across all projects of

almost three per child. Almost all Health Start projects did their screen-

ing at more than one site, using at least two of the following: existing

health facilities, temporary clinics, Health Start or Head Start centers,

or children's homes. Seven projects were exceptions: three that used only

existing facilities (at Mora, private practitioner's offices, and at Pawtucket

and Galveston, HEW 314-E Community Health Centers) and four that did multi-

phasic screening (the conducting of several procedures by a number of

individuals during a eh-kale eaeounter)An temporary clinics. Eight projects

took part of their screening into the homes, and 11 projects offered part or

almost all of it in their centers.

Projects varied in the tests and procedures used. Some projects, for

example, used audiometers in the screening, while others without special

equipment tried to determine hearing loss with a clap of the hands. Some



VI 15

projects gave two blood tests (hematocrit and hemoglobin), others pet one

of the two. Although most projects planned additional "non-required" tests,

they varied greatly in the regimen of tests actually given. Chapter IV

presents a detailed analysis of what projects accomplished in the area of

screening, diagnosis and treatment of Health Start children.

2. AnalYsis of Project Characteristics
and Project Results

a. '!!ethodology

Because Health Start projects veiled greatly in approaches taken,

few conclusions can be reached about the project characteristics that could

lead to project success. The evaluators attempted to develop models com-

bining various project characteristics in order to compare the relative

success of various types of projects. However, because of the many

uncontrolled project variables, no models emerged that could be generalized

to more than several projects. As a result, Health Start data were used to

examine trends in relationships between and among project characteristics

and between individual project characteristics and project outcomes. Cross

tabulations of project characteristics and project results were computed.

(1) Criteria for Analysis

Because of these data limitations two criteria were used to deter-

mine whether statistically significant conclusions could be made about the

interrelationships between project characteristics and project success.

They were:

(a) "Chi square" tests-were used to determine whether results could

have occurred by chance. If there was more than a 5 percent probability

(level of significance) that the results could have occurred accidentally,

no conclusions were made.
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(b) To ensure that the relationships of project characteristics were

generalizable, data on a particular characteristic representing either small

samples of children or children concentrated in only a few projects were not

used. Therefore, if more than 30 percent of the children were in one Health

Start project or if less than 10 percent (1000 children) were in a category

of projects, no conclusions were drawn.

(2) Project Characteristics

The following project characteristics were considered in this

analysis:

amount of planning

type of outreach end recruitment

project start-up--amount of delay

staffing--background of coordinator, status of coordinator

(part-time/full-time), coordinators' Health Start experience

(two years, one year, less than year), staff days per

enrolled child

grantee--type (CAP, public health department, echool system)

and experience (first year or second year Health Start)

size of project

amount of "coordinated" resources used

per child cost of the program

screening and testing--procedure (multiphasic vs. all other

types) and percent done by Health Start staff
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(3) Project Results

Project performance on the following factors were considered in

the analysis:

bringing children up-to-date on immunizations

providing medical and dental services (testing and treating

problems detected)

conducting all guideline-required tests and screening

performing additional (non-required) tests

providing health education

transmitting children's health records after program

termination

arranging future care for enrolled children.

b. Interrelationships Among Project Characteristics

Some of the Health Start project chrracterietics were found to be

interrelated. The measurable relationships observed were:

Projects with higher per child grant expenditures
I

tended

to also have a higher ratio of staff man-days per child.
2

Projects having nurses as conrainatore (es opposed to non-

nurses) tended to have a higher ratio of staff man-days per

child.

Projects with nurses also tended to have high per child

grant expenditures.

1. To meet the analysis criteria mentioned above, projects were
divided into two groups: under $100/child and over $100/child.

2. Projects were divided into two categories (under and over 4.5
man-days per child).
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Projects with low per child grant expenditures tended to

generate hig, amounts of coordinated resources (relative to

other projects).

Projects generating a relatively high amount of coordinated

resources tended to have nurses as coordinators.

Rural projects tended to have higher per child grant

expenditures and a higher ratio of staff time per child.

Small projects were more likely to have nurses as coordinators

than large projects.

Projects in which a high number of screenings and tests were

performed by Health Start staff' were likely to have nurse

coordinators.

Projects serving non-migrant children tended to have nurses

as coordinators.

Projects with small or no delays in project start-up tended

to be non-urban, refunded projects with experienced coordinators.

c. Relationship of Project Characteristics and Project Results

(1) Characteristics Having No Measurable Relationship with
Project Results

No statistically significant conclusions were reached concerning

the causal relationships of the following project characteristics and

project results: (a) planning, (b) outreach and recruitment, (c) employment

status of coordinator (part-time/full-time), and (d) grantee type.

1. Projects were divided into two categories: those with Health
Start staff themselves conducting an average of less than one screening per
child and those projects conducting more than one screening per child.
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(2) Characteristics Having Slight Relationship to
Project Success

Some characteristics seemed to be slightly related to project

results. For example, project delays in start-up tended to reduce the

number of screening tests given. However, Table VI-1 shows that, contrary

to expectations, projects with substantial delays in beginning operations

were more successful in completing required dental treatment, repairing caries,

and in making on-going health care arrangements for the children enrolled.

TABLE VI-1

EFFECT OF PROJECT START -UP
ON PROJECT PERFORMANCE

Meanure of Perfornance

Category Of Project
(amount of delay in
start-up of project).

No
Dela

Modest Big
Dela Dela

Percent completing immunizations of
children needing them

37% 49% 43%

Percent of children (not considered "too
young") receiving dental treatment

62% 62% 57X

Percent of required dental treatments completed 61% 82% 83%

Average number caries repaired per child

receiving dental treatment

3.0 3.0 5.5

Percent receiving medical screening 81% 73% 66%

Percent of medical treatments completed 46% 63% 49%

Average number screening tests per
per enrolled child, .

5.9 5.1 5.0

Average number health education
encounters with parents

1.1 1.9 1.8

Average number health education
encounters with child

1.1 1.4 1.7

Percent of children with health
records transmitted to another
agency after program

48% 75% 66%

Percent. of children with no reported
future sources of funds or services
for dental or medical care

51% 27% 16%

Number of Children in Projects 3606 4724 2105
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Previous experience of the health coordinator in Health Start appeared

to give a slight advantage. As Table VI-2 shows projects with coordinators

hired in the 1971 program were more successful in enrolling children quickly,

in completing needed medical and dental treatment and in transmitting health

records to other agencies at the end of the program. Yet coordinators

starting with Health Start in the 1972-73 program year did about the same

in screening the children, providing health education and arranging for the

future health care of the enrolled children.

TABLE V1-2

COMPARISON OF EXPERIENCED VERSUS
NEW HEALTH START COORDINATORS

111

Project Coordinator
Had Previous

ealth Start Experience?

Project Performance Measure Yee No

Percent of children enrolled before August 1972 70% 14%

Percent of eligible receiving dental screening 59% 64%
Percent of dental treatments completed 78% 65%

Percent getting medical screening 77% 71%
Percent of medical treatments complete 63% 36%

Average number of screening tests per child 5.1 5.6

Average number of health education encounters
with child 1.4 1.3

Average number'of health education encounters
with parents 1.5 1.7

Percent of children with records transmitted
to another agency 70% 52%

Percent of children with no known future
source of funds or services for dental or
mdedical care 34% 35%
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The performance of refunded projects (funded in 1971) was not measurably

superior to that of projects funded for the firet-time in 1972. One obvious

advantage that refunded projects had was on enrollment which was 64 percent

complete by August 1972 (two months after the 1972-73 program year started)

as compared to 6 percent for projects originally funded in 1972. On two

other measures refunded projects did substantially better than 1972 projects--

completing medical treatment (61 vs. 33 percent) and transmitting the children's

health records at the end of the year (74 vs. 45 percent). Yet, on other

measures, projecte originally funded in 1972 did about the same or had a

slight edge.

Project conducting multiphasic screening were more successful in

testing children than were projects conducting other types of screening

programs (as Table VI-3 indicates). They also found a higher percentage of

children needed medical treatment, but they did substantially less in

completing both the medical and dental problems detected.

TABLE VI-3

COMPARISON OF PROJECTS CONDUCTING
MULTIPHASIC SCREENING VS. ALL OTHERS

Screening
Procedure

Medical Dental

Percent
Screened

Percent
Screened
Needing

Treatment

Percent
of Needed
Treatment
Completed

Percent
Screened

Percent
Screened
Needing
Treatment

Percent
of Needed
Treatment
Completed

Multiphasic
Screening
(4 projects)

84

(2118)*

25 41 72

(1754)

27 47

All Other
Categories
(27 projects)

72

(7114)

18 58 57

(5980)

32 81

* ( ) Number in Sample
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Projects with staffs conducting more than one screening test per child

screened more children (an average of 5.2 screens per child) than did proj-

ects with staffs conducting less than one screening test (an average of

4.6 per child). Finally, projects .cenerating a relatively large amount of

"coordinated" (free) resources tended to do slightly better on some measures.

Projects using high amounts of coordinated services generally did well on

the number of completed treatments per enrolled child, however, not well in

significantly reducing the grant expenditures per completed treatment.

(3) Project Characteristics Strongly Associated With
High Project Performance

High project performance was related to nurse coordinators, high

per child grant expenditures, high ratio of staff time per child enrolled,

and relatively small numbers of children enrolled. Figure VI-2 shows

these relationships as well as the project characteristics having slight

correlation to project results and the observed interrelationships among

project characteristics.

1. See discussion of project expenditures and project performance,
pp. VI -25 through VI-27.

2. Not significant at .30 level (2 X 3 chi square table).
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(a) Project With Nurse Coordinators

About 60 percent of all enrolled children were in projects with a

nurse as coordinator. Projects with nurses as coordinators performed

uniformly better on the various measures shown in Table VI-4 than those

without. Children with nurse coordinators got more dental and medical

screening and averaged slightly more total screening tests received. The

number of health education encounters in projects with nurse coordinators

was almost double the education sessions in projects without nurse

coordinators.

TABLE VI-4

COMPARISON OF NURSE AND NON-NURSE COORDINATORS

Project Performance Measure Type of Project Coordinator
Nurse Non-Nurse

Percent of eligible receiving
dental screening

64% 56%

Percent receiving medical screening 79% 67%

Average number screening tests
per child

5.6 5.1

Average number health education
encounters with child

1.6 0.8

Average number health education
encounters with parents

1.9 1.1

Percent of children with records
transmitted to another agency

86% 27%

Percent of children with no
reported future sources of
funds or services for dental
or medical care

24% 47%
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(b) High Grant Expenditures Per Child and
High Amount of Coordinated Resources

Both increases in amount of grant expenditures per child and amount

of coordinated resources generated tended to improve project performance

in screening and treating the children. With the exception of one measure

used in Table VI -5 (percent of medical treatments completed) Health Start

projects expending more than $100/child of grant funds were more successful

than projects spending under $100/child of grant money.

TABLE VI-5

COMPARISON OF PERFORMANCE FOR PROJECTS SPENDING
UNDER AND OVER $100 OF HEALTH START FUNDS PER CHILD ENROLLED

Project Performance Measure

Category Of Project
Health Start Funds Expended

Per gnrolled Child

Under $100 Over $100

Percent immunizations completed in
children needing

Percent screened of the children eligible
for dental screening

Percent of needed dental treatments completed

Average number of caries repaired per child
getting dental treatment

Percent receiving medical screening

Percent of needed medical treatments completed

Average number screening tests per
enrolled child

Average number health education
encounters with parents

Average number health education
encounters with child

Percent of children with health records
transmitted to another agency after
program

Percent of children with no reported
future sources of funds or services
for dental or medical care

41%

51%

72%

2.6

69%

63%

4.5

1.3

1.0

56%

37t

55%

65%

81%

4.7

82%

53%

5.8

1.8

1.7

95%

16%

Number of Projects
Number of ildren in Projects

14 4

(5591)

12

(2862)
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High grant expenditures also were related to the average amount of

dental treatment given per child treated. The differences shown in Table VI-6

for project averages of extracted teeth, repaired caries and other restorative

work are well beyond what could result from random error alone.

TABLE VI-6

PROJECT PER CHILD EXPENDITURES
AND TYPE OF DENTAL TREATMENT GIVEN

Health Start Funds
Per Enrolled Child

Number
of

Children
Treated

941

Mean Values For Children
Receivin Some Dental Treatment

Extractions

0.17

Caries
Repaired

2.62

Caps, etc.

0.17Under $100

Over $100 919 0.48 4.65 0.32

A moderate tendency existed between a higher amount of coordinated

resources generated and low expenditures per child. Therefore, Table VI-7

shows (for six measures) not only did projects with lower per child expendi-

tures perform better than high per child expenditures but also projects with

higher coordination seemed to be more successful than projects generating

relatively few outside resources.
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TABLE VI-7: THE EFFECT* OF PER CHILD GRANT EXPENDITURES
AND COORDINATION OF RESOURCES ON PROJECT PERFORMANCE

AMOUNT OF COORDINATION

Low
(under
$100)

Mid

E
($100 to

R $200)

E

N
R
0

L
L
E

D

C
H
I

L
D

High
(over
$200)

# Projects - 2

# Children - 1140

2 Eligible Children
Receiving Dental
Screening 37

2 Trt. Comp. 35

2 Med. Scr. 42

Trt. Comp. 52

# Scr. Per Child 4.2

# Projects - 5

# Children - 1108

2 Eligible Children
Receiving Dental
Screening 83

2 Trt. Comp. 90

Med. Scr. 79

Trt. Camp. 46

# Scr. Per Child 5.8

Projects - i

# Children - 98

2 Eligible Children
Receiving Dental
Screening 95

2 Trt. Comp. 0

Med. Scr. 62

Trt. Comp. 0

# Scr. Per Child 3.4

Some

0 Projects - 8

# Children - 3086

2 Eligible Children
Receiving Dental
Screening 49

2 Trt. Comp. 75

2 Med. Scr. 73

Trt. Comp. 65

# Scr. Per Child 4.3

# Projects - 1

# Children - 179

2 Eligible Children
Receiving Dental
Screening 80

2 Trt. Comp. 95

2 Med. Scr. 65

Trt. Comp. 66

# Scr. Per Child 6.4

# Projects - 3

# Children - 1176

Eligible Children
Receiving Dental
Screening 39

Trt. Comp. 75

2 Med. Scr. 85

Trt. Comp. 55

# Scr. Per Child 6.0

111.gh

# Projects - 4

# Children - 1363

Eligible Children
Receiving Dental
Screening 52

Trt. Comp. 76

Med. Scr. 80

Trt. Camp. 52

# Scr. Per Child 5.7

i Projects - 2

IChildren - 401

Eligible Children
Receiving Dental
Screening 95

,2 Trt. Comp. 74,

Med. Scr. 89

Trt. Comp. 65

# Scr. Per Child 5.8

# Projects al 0
# Children um 0

*A chi-square teat on the frequency of occurrence of projects in the
categories used is significant at 0.10 level.
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(c) High Ratios of Staff Time Per Enrolled Child

In general, projects with a high number of staff days per enrolled

child (4.5) provided a greater amount of health services to the Health Start

children as shown in Table VI-8.

TABLE VI-8

EFFECT OF STAFF SIZE ON PROJECT PERFORMANCE

Performance Measure

Project Staff Size
(Man-Days Per Enrolled

Child)

Under 4.5 Over 4.5

Percent immunizations completed for
children needing

35% 36%

Percent of eligible receiving dental
screening

68% 82%

Percent of dental treatment completed 73% 83%

Average number caries per child getting
dental treatment

2.7 4.8

Percent receiving medical screening 76% 90%

Percent of medical treatment completed 52% 46%

Average number of screening tests
per child

5.4 6.2

Average number health education
encounters with parents

1.4 2.3

Average number of health education
encounters with child

1.2 2.0

Percent of children with no reported
future sources of funds or services
for dental or medical care

57% 14%
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(d) Small Projects

With the exception of two output measures used (percent of children

receiving medical screening and number of caries repaired per child getting

dental treatment), smaller projecti performed better than large projects

as is evidenced by data in Table VI-9.

TABLE VI,n

COMPARISON OF PERFORMANCE FOR PROJECTS ACCORDING
TO NUMBER OF CHILDREN ENROLLED

Category of Project
(number of enrolled children)

Measure of Performance
Under 200

200 to
400

Over 4.00

Percent of children with incomplete
immunizations completed during year 56% 46% 37%

Percent screened (of children eligible
for dental screening) 67% 64% 56%
Percent of needed dental treatments
completed

t-t.,..,... #

77%
r ' )1/4. '. ,
75% 72%

Average number caries repaired per child
getting dental treatment 3.6 4.1 3.1

Percent receiving medical screening 71% 76% 74%

Percent of needed medical treatment
completed . 66% 58% 42%

Average number screening tests per
enrolled child 5.7 5.4 5.2

'Average number health education
encounters with parents 2.3 1.7 1.2

Average number health education
encounters with children 1.6 1.3 1.3

Percent of children with health
records transmitted to another
agency after program 91% 64% 51%

Percent of children with no reported
future sources of funds of services
for dental or medical care 13% 24% 50%



VI -30

B. Relationship of Health Start Project Results
and Community Characteristics

For purpose of this analysis, Health Start projects were divided into

four groups: urban, rural, mixed (urban and rural) and migrant. Generally,

urban and migrant projects fared worse on most measures than did other types

of projects. Figure VI -3 shows that there were two exceptions: (1) Urban

projects gave more tests per child, although on average they found about the

same number of abnormal conditions per screening test given as did rural and

mixed projects. (2) Migrant projects found the highest proportion of health

problems in the children tested.

Figure VI -4 shows that urban and migrant projects completed treatments

for a smaller percent of those children needing treatment than did the other

projects and that the six urban projects all spent less than the average

project expenditure of $104 per child.

Figure VI -5 shows that three of the six urban projects completed less

than 50 percent of the treatment needed, while less than one-fourth of all

other projects completed less than 50 percent of the needed treatment.

These results about urban projects appear paradoxical in the light of three

factors:

Urban children have the highest enrollment rate in Medicaid (54

percent) as compared to 32 percent for rural projects, 37 percent for mixed

projects and 22 percent in migrant projects.

Urban children have almost twice the percent of up-to-date immuniza-

tions of other childr'e'n.
YQ

Urban children have had considerably more previous medical and

dental care than others.
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a
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Number of Health Problems Detected Through Screens

Figure VI-3 - Relationship of Community Characteristics to Project Performance:
Screening and Detecting Health Problems
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C. Relationship of Health Start Project Results and
Pre-Existing Medical Services

The amount of health care resources available (as measured by the number

of physicians per thousand residents in the community)' did not have a

detectable influence on project performance. The distributions of perform-

ance among projects with high, medium, and low amounts of health resources

in the community were not markedly different. However, it is ironic that

the three projects with the fewest completed treatments, both per enrolled

child and per treatment needed, all were in communities with a high number

of health resources.
2

Thus the presence of an abundance of health resources

does not guarantee good project performance, nor does a paucity of resources

inevitably lead to poor performance.

D. Conclusions

Because of the Health Start program design did not permit isolation of

single factors, no successful program models emerged from the data analysis.

However, many individual project characteristics appeared to be interrelated

and some individual characteristics were either slightly or strongly related

to successful project results. High project performance (in terms of health

services given) was most strongly associated with nurse coordinators (as

opposed to coordinators who were not nurses), high expenditures per child,

high ratio of Health Start staff to children enrolled, and small project

size.

Urban and migrant projects generally did not do as well as rural and

mixed (urban and rural) projects. The migrant project results could have

been predicted (given the difficulty in providing health care to a migrant

1. Source: Distribution of Physicians in the U.S., American Medical
Association, Center for Research and Development, Chicago 1972.

2. This conclusion does not take into account other factors that miiht
have affected project activities, e.g., the attitude of the health community
and accessibility of services.
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population and the poor performance of migrant projects in the first year

Health Start). However, considering the fact that children in urban projects

entered Health Start with certain advantages (higher enrollment in Medicaid,

moreimmunizations up-to-date, and more previous medical and dental care),

they did not receive as many services as did rural projects and projects

serving both urban and rural children.

Finally, the existence of health resources in the community (as measured

by the number of physicians per thousand residents) did not have a measurable

influence on project performance.

0



CHAPTER VII

COST ANALYSIS OF THE HEALTH START PROGRAM

A. Planned and Actual Expenditures

Table VII-1 shows the grant size for each Health Start project, the

percent of the grant expended, the planned per child cost and the final per

child grant expenditure.. Project grants ranged from $15,000 to $252,000,

project size from 88 to 864 children, and the resultant planned per child

expenditures from $22 to $320. The actual per child expenditures ranged from

$38 to $286. Some projects.spent almost all of their grant funds,1 while one

project spent one-third of its grant. Even though analysis of the data shows

generally that Health Start projects spending more money gave more health

service, there is not a perfect correlation between the amount of money spent

and the amount of services given to the children. This is due to other factors

affecting cost and project performance.

As Chapter VI indicated,fev projects had commitments from health service

providers before beginning operations: for the number of children who would

be served, for what types of services, et what costs. Therefore, it is not

surprising that the planned and actual expenditures varied considerably. A

trend similar to that in the first year program was evidenced in the second

year. The amount of the grant expended had little connection with either

relative planned per child expenditures or accurate estimates of the number

of children who would be enrolled in the program. Five projects substantially

decreased this planned per child cost, yet had considerable money left over

1. One project reported spending 125 percent of the grant. Twenty-
five percent was from the 1971-72 Health Start grant.
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TABLE VII-1 - PLANNED AND ACTUAL COST PEI CHILD

SITE
Grant
Size

2 Grant
ended

Planned
Cost Child

Actual
Cost Child

-1 Increase
or Decrease

REGION I
Pawtucket, R. I. $ 37.794 582 $ 63 8 71 + 132
Penobscot, Me. 57,112 96 115 86 - 25

REGION II
Toms River, N. J. 25,108 44 100 65 - SS
Albion, N. Y. 32,500 k 260 4 *

San Juan, P. R. 40,270 * 322 . * *

REGION III
Baltimore, Md. 30,000 67 100 93 - 7
Fairmont, W. Va. (Marion)

(Barbour)
45,891 56 254 131 - 48

REGION IV
Boone, N. C. 25,000 84 91 66 .- 27
Orlando, Fla. 26,000 93 118 299 +153
Charleston, S. C. 25,000 64 83 53 - 36
Hoax Palm Beach, Fla. 15,000 55 75 41 - 45

REGION V
Flint, Mich. 45,532 77 130 97 - 25
Mors, Minn. 25,057 90 68 74 + 9
Dayton, Ohio 19,183 125** 96 130 + 35

'REGION VI

Alburquerque, N. M. 36,692 82 122 90 - 25
Oklahoma City, Okla. 43,981 81 22 49 +123
Granter, N. M. 40,000 64 200 83 - 58
Galveston, Tex. 45,000 49 150 226 + 51
Hammond, La. 252,000 82 168 241 + 43

REGION VII
Portageville, Mo. 40,000 74 154 112 - 27
Carroll, Iowa 40,000 36 75 38 - 49

REGION VIII
Center, Colo. 40,000 100 320 286 - 11
Ceder City, Utah 40,000 59 200 110 - 45

REGION IX
Merced, Calif. 78,990 70 125 116 - 7

REGION X
.

Hillsboro, Ore. 45,509 81 182 170 - 7

Medford, Ore. 35,000 64 175 125 - 29
Coos Bay, Ore. 26,063 85 261 187 - 28

IMPD
The Dallea, Ore. 37,735 87 42 38 - 10.
Ft. Lauderdale, Fla. 100,000 68 200 89 - 55

* Expenditure breakdowt not reported.
** Includes carry-over funds from 194-72 program.



VII-3

(mainly because all children enrolled did not get all needed health services

and/or because the actual enrollment fell short of the planned). Three

projects increased substantially the actual per child costa over the planned,

again with grant money expended--the primary reason being that each project

enrolled approximately one-half of the children planned. What is obvious

from the data is that planning was a weakness, both at the project level

(i.e., cost estimates bearing little resemblance to actual expenditures) and

at the regional office level (i.e., grant funds allocated to projects without

evidence of well-planned budgets).

B. The Composition of Health Start Grant Expenditures

Approximately one-fourth of the Health Start project grant expenditure

was used for direct health service delivery, with the remainder of the grant

funds covering personnel, transportation and other administrative items.

Table VII -2 shows that personnel costs across projects dominated Health Start

grant expenditures (61 percent of the total grant expenditures and an average

of $63 an enrollee). Even though there was a variation across projects in

the amount spent on personnel (from zero to 85 percent of the grant expended),

all except seven projects used over 50 percent of their grant funds for

personnel.
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TABLE VII-2

COMPONENTS OF HEALTH START GRANT EXPENDITURES

(Data Source: Health Start Expenditure Forms
June 1973)

Grant Expenditure Item Percent of Grant Expenditure

Personnel 61

Coordinator Salary 19

Other Salaries 37

Fringe Benefits 5

Travel 9

Health Services* 23

Space, Supplies, etc. 7

-

TOTAL GRANT EXPENDITURES FOR 100% (about $104
27 HEALTH _START PROJECTS** per enrollee)

* Screening, immunization and treatment of children.
**Expenditure data for three projects were not reported.

C. Relationship of Grant Expenditures and Project Use
of Coordinated (Contributed) Resources

For every dollar of grant money expended, Health Start projects generated

and used more than 20 cents from other sources. Because of scattered report-

ing on the dollar value of services used and not paid through the Health Start

grant, the exact amount of the value of the "free" services is unknown.' Over

one-half of the reported coordinated resources used by Health Start projects

was for direct health services. Figure VII-1 shows that projects with lower

1. Costs for some of the most expensive health services, e.g., certain
kinds of medical treatment, usually were incurred by another agency like
Crippled Children's Service or Medicaid-Title XIX. Few Health Start projects
were able to estimate the dollar value of such services. Therefore, even
though relatively few children needed such expensive care, it is assumed that
if these costs were estimated the amount of services contributed to Health
Start by other agencies/individuals would be slightly higher.
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grant expenditures per enrollee tend to have received more "coordinated"

health services.'

1. Sources of Funds for Screening and Immunizations

Health Start grant funds were used for a majority of all screenings

and tests performed on the Health Start children. The source of funds for

screening and immunizations is shown in Table VII-3. The 60 percent of the

children receiving immunizations through "contributing agencies" were almost

without exception served by a local public health department--also the

major source of "contributed" tuberculin tests. Usually blood tests
2

and

urinalyses were performed by Health Start personnel or private physicians

paid by Health Start funds. Vision screenings were most frequently done by

public health departments or voluntary organizations (e.g., Lion's Club)

and were paid for by the provider. An organization often provided hearing

screening, although there seemed to be no typical arrangement for providing

it. Dental and medical screening were performed usually by private dentists

and doctors whose fees were paid by Health Start. Medicaid was rarely a

source of funds for any of the various screening tests. Health Start staff

members did a substantial portion of the screening themselves. Staff con-

ducted 53 percent of the urinalyses, 44 percent of the speech screening and

40 percent of the tubertulin tests.

1. The trend is statistically significant at the .01 level bawd on
the Speatman rank correlation coefficient with a value of 0.59.

2. Hematocrit and/or hemoglobin.
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TABLE VII-3

SOURCE OF FUNDS FOR SCREENING AND IMMUNIZATIONS

(Data Source: Expenditure Forms of 27 Projects
as of June 1973)

Type of Service

Sample
Size**

(# Children)

Percent of Children Served by
Source of Funds

Health Start
Grant Funds

"Coordinated"

Contri-
buted By
Provider'

Title
XIX

MedicaidStaff

Fee For
Svc. &

tCronacts
Immunizations 4425 20% 18% 60% 2%

Tuberculin Test 3684 40 6
54

0

Blood Test 5490 18

Urinalysis 4415 53 32

Vision Screening 4652 26 18 53

Hearing Screening 4033 25 16 58 1

S'eech Screenin:* 1863 44 31 25 0

Dental Screening 4382 6 67 24 3

Medical Screening
.

5363 16 70 7 7

* Not a required test.

** The number of children for whom the funding source
service was reported.

of

2. Source of Funds for Health Treatment

Health Start paid for most of the health treatment given to Health

Start children. The two exceptions were vision and hearing treatment which

tended to be performed with other agency resources. Table VII-4 presents

the source of funds for five categories of treatment (reported resulting

from each screening or test). Because the number of dental and medical

treatments far exceeded the number of other types of treatments given, Health

Start paid for most of the treatments given. Since Health Start also paid
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for most of the screening and testing, most of the individual health services

were paid by direct expenditure of Health Start funds.

TABLE VII -4

SOURCE OF FUNDS FOR TREATMENT

Percent of Children Treated By
Source of Funds

Fee For
Service Or

Coordinated
Service

Resources

Sample Contract Paid Inkind Title
Size* By Health Paid By XIX

Type of Treatment (0 Children) Start Grant Provider Medicaid Other

Vision 197 39% 44% 13%

Hearing 88 24 59 16

Speech 57 63 16 21

Dental 2144 91 4 4

Medical 1732** 68 9 7 16

* Number of children for whom funding source of treatment was reported.
** Could include children counted more than once for more than one type

of medical treatment. Data from only 18 projects could be used.
Source: Expenditure Forms as of June 1973 for 27 projects.

D. Per Child Costs of Health Services

The per child cost of screening and treatment for health problems varied

widely. The available data on the dispersion of these costs are summarized

in Figure VII-2. The figure indicates for each type of service the cost and

the percent of children reported by projects who were served. The raw cost

data from which the above were derived consisted of the number and average
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unit cost in a project for children receiving a specified type of service

from a specified type of provider and source of payment. (For example, 10

children received hemoglobin tests at $3.00 from a private doctor paid by

Health Start.)

The variations in unit costs for screening tests were too wide to per-

mit any accurate conclusions as to what combinations of provider and payment

sources result in higher or lower costs. For example, there were 35

"observations
"1

of medical screening costs (one of the large sample sizes),

but a comparison of unit costs paid by Health Start and those not paid by

Health Start yielded no real difference.
2

E. Cost Projections

In estimating the average cost for treatment per enrolled child one

must consider the following items:

fraction of children tested who need treatment

rates for false positive and false negative results on
screening tests

fraction of children recommended for treatment who receive
treatment as a result of screening

unit cost of treatments

number of treatments provided

Table V11-5 presents data on the cost estimates and projections for case

finding, detection, and treatment program for pre-school children. These

figures are based primarily on Health Start data. The data include the

average unit cost of Health Start services, the percent of the total serv-

ices paid for by some other agency or4individual ("coordinated"), and the

detection rates for each screening test.

1. An "observation" is the average cost in a project for medical
screening from a specified combination of services and source of funds
(e.g., private physician, fee for service).

2. Using a Kolmogorov-Smirnov two sample test on the 35 observations
at a .05 level of significance.
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. These data are presented for three groups of children: from birth to

six years of age, from three to six years of age and from birth to six. The

data are displayed in this manner to show Health Start results as well as

cost projections which coul be used for programs serving particular age

groups, for example, Head Start. The evaluators feel strongly that health

delivery cost estimates (for an approach as used in Health Start) should

include personnel and other costs because more than direct payment for health

care is involved in delivering health services.

While Table VII-5 can be useful to budget planners (for example,

making budget requests of Congress or in planning the health component of

local projects), it is important to emphasize the variability of total costs

and costs to OCD across Health Start projects.

Using Health Start cost and incidence data the evaluators estimate that

if all required tests and screens are given to a group of 100-200 children

(from birth to six years of age) and all needed treatment is completed, it

would cost an estimated $200 a child.' (If the same proportion of

donated services were received as in Health Start; the cost of serving the

same age group would be $113 a child. If only children over three years

old were served, the total cost of providing them with Health Start-like

services would be $219 a child and $129 a child with "coordination.")

It is important to keep in mind that Health Start dollars provided only

one-time case finding and treatment for the children enrolled. Even though

the services are unknown, 1971 data show that the average annual cost for

1. A similar estimate was made in the first year evaluation of the
Health Start program. Less data were available in the 1971-72 program;
however, the nominal cost was assumed to be approximately $200/child. See
Health Start: Interim Analysis and Report, Joe N. Nay et al., The Urban
Institute, January 1972.
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health services for individuals under 15 years in the U.S. was approximately

$165.
1

The annual cost for AFDC Medicaid recipients in California under five

years old was about $184 per child in 1973 dollars.2 None of these sources

reflects the cost of a year's comprehensive health care. Because comparable

data were not available on a one-time case finding and treatment program

similar to Health Start, no conclusions can be made about the relative cost

of the approach taken in the Health Start program.

F. Conclusions and Recommendations

1. Conclusions

a. Health Start projects varied greatly in grant size, amount of grant

spent, per child funding level, expenditures for different types of health

services and amount of coordinated resources generated.

b. About one-fourth of grant expenditures across all projects was

used for direct health service delivery, the remainder was used primarily

on personnel and to a lesser extent on transportation and other administra-

tive items.

c. For every dollar of grant money expended, Health Start projects

generated and used more than 20 cents for other sources.

d. Health Start grant funds were used for most of the screening and

testing done on the children enrolled. Health Start also paid for most of

the costly dental treatment. For the relatively few children who needed

expensive medical treatment, however, other agency resources were generally

available and used. The value of such health care was difficult, if not

impossible, for Health Start projects to estimate.

1. For the year 1971 the reported expenditures on health in the U.S.
were $358 per person ("National Health Expenditures, 1929-71," Social Security
Bulletin, January 1972). However, cost per child is lower than the average.
In 1962 (as reported by the National Center for Health Statistics, Series 10,
Number 9), the cost per person under 15 years old was 46 percent of the average
annual cost; consequently, the estimate here ($165) is 46 percent of $358.

2. Computed from a 2 percent sample of the California Medicaid popula-
tion FY 1968-1969.
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e. Analysis of the data showed that providing one time case-finding

and treatment ?ervices to approximately 100-200 children from birth to six

years of age in a program like Health Start would coat approximately

$200/child. If the same fraction of services could be generated

from other sources as in Health Start, the cost per child could be reduced

to $113. If only children from three to six years of age would be served,

the total cost would be higher due primarily to additional dental needs.

2. Recommendations

Cost data similar to those presented in this report could be used

in the Head Start program not only for Congressional budget requests but

also in reviewing project proposals and budgets. If OCD required Head

Start grantees to prepare budget justifications for estimated health

services costs (including those expected to be incurred by some other

agency), Head Start projects probably would be more successful in planning

and budgeting for their health service components than were Health Start

projects.



CHAPTER VIII

BACKGROUND AND HEALTH CHARACTERISTICS
OF HEALTH START CHILDREN

Health Start children brought with them various characteristics, some of

which appeared to relate to health care needs and others to project, results.

This chapter discusses selected characteristics of the children. They are:

sex, age, ethnicity, mobility (migrant/non-migrant), Medicaid status, location

(urban, rural, etc.), recent health care, pre-existing medical conditions,

immunization status and physical growth (size).

A. Sex and Age of Children

Almost an equal number of boys and girls were enrolled in the Health

Start program. A total of 50.8 percent were males; the small variation

across projects is presumed to be random. There was considerably more

variation across projects in the average age of children enrolled. The

average age for one project was 18 months while the average age for another

was almost five years (57 months). The average age of the children in the

median project was slightly under three years (34 months).

1. Age Distribution

Table VIII-1 shows that 37 percent of the children across all

projects were under three years of age. About 5 percent of the children

enrolled were above the age limit of six years as specified in the Health

Start guidelines.
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TABLE VIII-1

AGE DISTRIBUTION OF HEALTH START CHLDREN

(Source: Health Start Quarterly Health Report,
June 1973)

Age in Months
(At time of enrollment)

Percent
of children

0 to 12 10.3%

13 to 24 12.6

25 to 36 15.6

37 to 48 20.0

49 to 60 23.9

61 to 72 14.0

73 to 84 3.2

Above 85 0.4

TOTAL 100.0%
/N=9,624)

,

2. Relationshirof Age to Medical Conditions
Requiring Treatment

Children under three years of age had 21 percent more medical con-

ditions requiring treatment than did those over three years of age. For

every 1000 children screened, the average number of medical conditions

detected was 3821 for children under three, as compared to 3172 for children

over three'years of age. The number of medical conditions for both age

groups is shown in Table VIII-2.

1. Standard error of estimate: 19.
2. Standard error of estimate: 17.
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TABLE VIII -2

MEDICAL CONDITIONS DETECTED IN HEALTH START
CHILDREN UNDER AND OVER 36 MONTHS OLD

Number of Medical
Conditions Detected

Children Under 36
Months Screened

Children Over 36
Months Screened

.

0

1

2

3 or more

68.7%

25.4

4.9

1.0

72.72

23.3

3.6

0.4

TOTAL 100.0%

(2,578 children-
71% of enrolled)

100.0%

(4,662 children-
77% of enrolled)

Although younger children had more medical conditions, the conditions

detected in children under 36 months and over 36 months were almost equally

severe. Table VIII-3 shows that, of the children found to have medical

conditions, over one-fourth from both age groups had severe conditions (likely

to interfere with their future health or performance).

TABLE VIII-3

DISTRIBUTION OF CHILDREN OVER AND UNDER 36 MONTHS
HAVING MEDICAL CONDITIONS (BY DEGREE OF SEVERITY)].

.

SEVERITY OF
,r-

WORST CONDITION Children Under
36 Months

Children Over
36 Months

SEVERE Likely to interfere with future health
or performance if not treated

29.7% 27.51

MILD Unlikely to interfere with future
health or performance if not treated

46.1 44.7

NO TREATMENT
NECESSARY

Condition detected, no treatment
necessary

24.2 27.8

TOTAL 100.0X

,

100.01

1. Number of children having medical conditions and with degree of severity
reported: Under 36 months-809; Over 36 months-1,273.
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There are only eight particular types of medical conditions where sta-

tistical differences were found in the children under 36 months and children

over 36 months. Six of them were more prevalent in younger children:

nutritional deficiencies, acute upper respiratory diseases, chronic respiratory

diseases, diseases of the ear, skin disorders, and gastro-intestinal disorders/

diseases. Table VIII-4 shows that two conditions found more often in older

children (over 36 months) were heart murmurs--requiring specialist consultation

--and behavioral/emotional problems. For both age groups, nutritional de-

ficiency was the most prevalent health condition detected by the medical

screening (5 percent of the children screened were found to have a nutritional

problem).

Younger children had more medical conditions needing treatment; however,

older children were in greater need of dental care, Dental treatment (restora-

tion and extraction of teeth) was rarely needed for children under 36 months,

yet dental diseases were prevalent in children over 36 months. Extraction

data can be considered a measure equivalent to the severity of medical con-

ditions, that is, for a child under six to need teeth extracted is a serious

problem. Table VIII-5 shows that there is a strong trend related to age:

the older the child the more likely it is that he has had teeth extracted.
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MI COO AVAIIA8LE0

TABLE VIII -4

MEDICAL CONDITIONS FOUND BY SCREENING

Type of Medical Condition

One or more of the below

MIMI Of KUNO COMM WM tattitit01

Mt
tit4toa Sttoomoll

VW No 3 Tu. Mot 3 !to. Ctilltoo

towel for
Olti Grotto la
ye Croup

ottoot Of
Cowlickp

t ore
Sever*

31,32

Nutritional deficiency 7.64
Acute upper respiratory diseases 5.16

(lasting less than three months)
Disease or infections of the ear 3.84
Skin disorders 3.53
Hernia (including unbilical, inguinal, 1.90

or femoral)
Genito urinary disorders/diseases 1.71
MUscular-skeletil (includes orthopedic) 2.29
Nose, throat disorders/diseases 1.94

(includes tonsils, aeenolds)
Eye disorders (including strabismus 1.36

and conjuctivitis)
Heart murmur (requiring specialist .89

consultation)
Castro intestinal disorders/diseases 1.71
Hematological disorders (in blood- 1.20

forming organie)
Other .85
Behavior/emotional (includes .47

hypertension)
Chronic respiratory diseases .45

(sinusitis, bronchitis)
Neurological disorder/dysfunction .3

(includes cerebral and other
palsies, hydrocephalus)

Asthma .35
Hay fever and other allergies .39

Mental retardation .23
Communicable disease (chicken pox) .39

Enuresis (bed wetting) .16

Heart disease (including patent .23

Learning disability .23

Convulsive disorder (seizure, epilepsy .12

Injuries (burns, lacerations, contusions) .12
Metabolic disorder (includes diabetes) .08

Serious speech problems .04
Disorders of endocrine gland

(thyroid, parathyroid, adrenal)
Liver diseases (includes hepatitis, .08

cirrhosis)
Serious visual impairment ---

Lead poisoni'.g .04

27.32 28.72 .001 11=0111114111

3.99 5,25 .0001 232
3.13 3.86 .001 20

2.72 3.11 .01 33

2.42 2.81 .01 7

2.23 2.14 13

2.34 2.12 W.I..* IP 13
1.74 1.94 ---- 26

1.91 1.92 ....... 14

1.63 1.52
41

1.61 1.34 .02 17

1.03. 1.26 .02 '11

.92 1.01 50

1.09 1.00 14

899 .79 .02 53

.43 .58 .05 29

.47 .48 ---- 54

.49 .44 31

.39 .38 ---- 29

.39 .34 ---- 72

.28 .32 43

.32 .26 5

.21 .23 ---- 41

.21 .22 ---- 31

.26 .21 ---- 27

.15 .14 60

.11 .10 86
*.06 .05 - - -- 50

.06 .04 ...,. ..- 33

---- .03 V.... 50

.02 .01 ....... 100
---- .01 ..--- 100
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TABLE VIII -5

DISTRIBUTION BY AGE OF
CHILDREN HAVING EXTRACTIONS

CHILDREN HAVING
TEETH EXTRACTED

AGE OF CHILDREN IN MONTHS

TOTAL
0-12 13-24 25-36 37-48 49-60 61-72 72+

I

Percent with dental -- -- -- 5.92 12.52 9.5% 45.9% 10.5%
work started (3)* (18) (51) (72) (74) (11) (229)

I

Percent with dental -- 9.1% 6.0% 5.7% 10.9% 17.7% 27.7% 14.5%
work completed (7) (11) (83) (353) (717) (447) (166) (1784)

TOTAL
(7) 7.1%

(14)

4.9%
(101)

5.7%
(404)

11.0%
(789)

16.5%
(521)

28.8%
(177)

14.1%
(2013)

* ( ) - Number of children in sample.

B. Ethnic/Cultural Background

The major ethnic/cultural group in Health Start was white: 39 percent

of the children enrolled. Blacks composed the next largest group with 34

percent of the total, and Mexican-Americans accounted for 21 percent of the

children. Three percent were Puerto Rican '2 percent American Indian, and

1 percent "other." Projects varied considerably in their composition. In

fact, tiro projects, Baltimore and Charleston, were over 99 percent black;

Penobscot, Mora and Coos Bay were over 99 percent white; Dayton, Albuquerque,

and Center were all over 80 percent Mexican-American, and, of course, the

two San Juan projects (summer and full year) were 100 percent Puerto Rican.

Of the three largest groups (whites, blacks, Mexican-Americans),

Mexican-Americans had the least amount of care in the 12 months previous to

Health Start and were the least likely to have access to care after Health

Start. Table VIII-6 shows that only 15 percent of the Mexican-American

children were enrolled in the Medicaid program, while 29 percent of the white

children and almost one-half of the black children were enrolled in Medicaid.
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TABLE VIII -6

A COMPARISON OP HEALTH START CHILDREN
BY MAJOR RACIAL GROUPS ENROLLED

Mexican-
L? h

. ..... ....... "".....-

Percent eligible for Medicaid
and enrolled prior to Health Start 45.4% 15.3% 28.9%
and enrolled during Health Start 0.6 0.7 1.4
but not enrolled 3.0 2.4 21.3

Not eligible for Medicaid 29.3 77.7 40.8
Eligibility not Known 21.7 3.9 7.6

TOTAL 100% 100% 100%
(3175)* (2053) (3690)

Distribution of Known Immunization Status
complete prior to Health Start. 31.72 12.6% 13.5%
completed during Health Start 33.7 28.0 40.7
incomplete at end of Health Start 34.6 59.4 45.8

TOTAL 100% 100% 100%
(3133) (1913) (3703)

Known Crisis Medical Care in Previous
12 months 10.8% 28.2% 21.9%

Known Preventive Medical Care in Previous
12 months

.
22.9 5.6 17.2

Known Dental Care in Previous 12 months 2.9 4.3 5.2

(3198) (2050) (3674)

Percent with known assurances future
dental and medical funds and services 21.9% 2.5% 11.9%

(3282) (2088) (3822)

Percent of children who are migrants 20% 45% 4%

(3250) (2031) (3516)

Average number of screening tests per
enrolled child 5.8 4.7 4.9

(3302) (2088) (3822)

* ( ) - Number of children in ample.

(continued)
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TABLE VIII-6 (Continued)

Mexican-

Percent of children tested completing
dental treatment 68%

( 167)

72%

( 676)

792
( 962)

Percent of children tested completing
medical treatment 37% 57% 572

( 612) ( 446) ( 742)

Percent of children tested having one or
more severe medical conditions 6.6% 8.4% 9.6%

(2557) (1436) (2866)
-----

Average number of health education encounters
with child 1.1 1.4 1.4
with Child's parents 1.3 1.2 2.1

(3302) (2088) (3822)

Screening Test Results
Percent of.Group

Screfned
Percent of Group Screened,

Mexican-
Teat Black American White Black American White

Hemoglobin * 282 18% 39% 122 122 72

Hematocrit* 27 33 32 14 13 14

Tuberculin 66 51 42 0.3 0.3 0.3

Urinalysis 69 54 61 3 1 3

Vision 75 61 59 5 6 7

Hearing 77 61 53 3 3 4

Speech 28 38 32 6 5 7

Intestinal Parasite 21 0 3 13

Lead 0 14 11

Psychological 13 7 6 11 12 6

Sickle Cell 42 2 1 5 410

Strep 0 6 2 34 18

Denver Development 13 9 17 5 5 S

Dental 41 52 50 43 62 5L

Medical 77 74 75 24 29 26

Base N for all except 3022
dental

2088 3825 3022 2088 3825

Base N for dental 2038 1450 2336 2083 1450 2336

*Approximately 8 percent of the enrolled children received both blood tests.
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Few Mexican-Americans entered the program with their immunizations up-to-

date (13 percent). Approximately the same percent of white children were in

need of immunizations when they entered Health Start; however, over twice the

number of white children completed their immunizations by the end of the year.

A substantially higher percent (32) of black children entered the program

with immunizations up-to-date. The same pattern is in evidence in reported

arrangements for on-going health care; only 2.5 percent of the Mexican-

Americans were assured of care (medical and dental funds and services), while

almost 12 percent of the white children and 22 percent of the black children

were reported to have access to future care.

As for evidence of health care needed, except for dental, the three

groups of children did not vary 3reatly on the percent of health problems

detected through the required screenings and teats. Sixty-two percent of

the Mexican-American children who received a dental exam were found to need

treatment, 51 percent of the white and 43 percent of the blacks needed dental

treatment. Almost one-half of the Mexican-American children were migrants,

which could explain their lack of access to care and the resultant need for

care.

C. Mobility: Migrants/Non-Migrants

Almost one out of every five children in Health Start was a migrant;

however almost 90 percent of the migrant children were enrolled in four

projects: Ft. Lauderdale, The Dalles, Dayton and Orlando.

The 1971-72 Health Start evaluation findings pointed to particular

weaknesses in migrant programs' and recommended that a special "migrant"

1. See Health Start: Final Report of the Evaluation of the First
Year Program, Leona M. Vogt and Joseph S. Wholey, The Urban Institute,
September 1972.
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model be developed for the second year Health Start program. This recommen-

dation was not followed, and again (as Table VIII-7 shows) migrant children

entered Health Start with less care than the non-migrant children. They

needed more dental treatment, received fewer screening tests, and had almost

no assurances of on-going care.

TABLE VIII-7

COMPARISON OF MIGRANT AND NON-MIGRANT CHILDREN

Characteristics of Children Migrants
Non-

Mi rants

Percent known to be eligible for Medicaid 23% (1832)* 48% (7117)

Percent of children with incomplete
immunizations on enrollment 82% (1803) 79% (6959)

Percent of children with immunizations
incomplete at end of program 58% (1803) 41% (6959)

Percent with known dental care in
previous year 1.4% (1846) 5.1% (7042)

Percent with known medical care in
previous year 10% (1797) 45% (7112)

Percent of screened needing dental treatment 63% (655) 50% (3874)

Percent of screened needing medical treatment 25% (1107) 28% (5868)

Average number of screening tests per child 3.8 (1859) 5.9 (7395)

Percent of children with records transmitted
to another agency after Health Start 38% (1859) 69% (7395)

Average number of health education
encounters with child 1.4

Average number of health education (1859) (7395)

encounters with parents 1.1 1.8

Percent of children with assured future care:
dental and medical funds and services 15%

Percent of children with no known future (1859) )(7395)

dental and medical funds or services 45% 317:

* ( ) - Number of children in sample.



D. Medicaid Status of Health Start Children

A large'number of children (42 percent) were not eligible for Medicaid

benefits primarily because of family income or employment status. Approx-

imately one-third of the children were enrolled in Medicaid (Title XIX)--most

of them prior to entering Health Start. (Approximately 1 percent enrolled in

Medicaid during the Health Start year.) Ten percent of the children met the

Medicaid eligibility requirements of the states in which they resided, yet

were not enrolled and could not receive Title XIX benefits.

The Medicaid status of the children was to a large extent dependent on

the project in which the children enrolled. For example, three-fourths of

the children eligible but not enrolled in Medicaid were in two Health Start

projects: one-half in Penobscot and one-fourth in Mora. Both of these pro-

jects indicated in The Urban Institute Medicaid survey that the parents con-

sidered being on Medicaid a "welfare stigma."

Health Start enrollment in Medicaid of eligible children was strongly

dependent on the age of the child, as Figure VIII-1 illustrates. Infants

eligible for Medicaid tended not to be enrolled, but the fraction of eligible

children not enrolled decreased as the child got older.

00V

50%

40%

r1

rZ1

48

30%

0 " 20%

10%

Ox
0 1 2 3 4 5 6

Age of Child - Years

Figure VIII-1: Percent of Eligible Children Who Are Not Enrolled in Medicaid
by Age of Child (with + one Standard Error of Estimate)
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Table VIII-8 reveals that the Health Start children known to be enrolled

in Medicaid had more care in the 12 months prior to entering Health Start

than did children eligible (yet not enrolled) and children not eligible for

Medicaid. Fewer children enrolled in Medicaid needed dental treatment, but

they had a slightly higher average number of teeth extracted. Yet continuous

TABLE VIII-8

HEALTH STATISTICS OF HEALTH START CHILDREN WITH
KNOWN MEDICAID STATUS

Enrolled
In

Medicaid

Eligible
But Not
Enrolled

Not
Eligible

Percent of children with known dental 5% 1% 5%

care in previous 12 months (3003)* (916) (4047)

Percent of children with known medical 45% 16% 41%

care in previous 12 months (2976) (925) (4089)

Percent of children with known 22% 9% 16%

up-to-date immunization (2956) (959) (3988)

Percent of screened needing 43% 74% 53%

dental treatment (1655) (359) (2100)

Percent of screened needing 26% 23% 26%

medical treatment (2251) (738) (3161)

Percent of dental treatments 74% 95% 71%
completed ( 705) (262) (1111)

Percent of medical treatments 43% 69% 55%
completed ( 574) (169) ( 821)

Average number of caries repaired 3.8 1.1 3.8
per dental treatment ( 619) (259) ( 994)

Average number of extractions 0.30 0.18 0.20
per dental treatment ( 619) (259) ( 994)

Percent of children with known source 61.5% 23.9% 10.0%
of future funds for medical care (3114) (983) (4180)

Percent of children with known source 54.9% 3.9% 8.6%
of future funds for dental care (3115) (983) (4181)

Percent of children with known source 31.9% 1.5% 4.7%
of funds and services for future
medical and dental care

(3115) (983) (4181)

,

*( ) Number of children in sample.
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enrollment in Medicaid was not certain. Of the children who were enrolled in

Medicaid when they entered Health Start, 47 percent were reported not to have

access to Medicaid funds after Health Start.
1

Over 61 percent of the children

enrolled in Medicaid had known sources of some funds for future medical care

and approximately 55 percent for dental care.

of the three groups considered, children eligible but not enrolled in

Medicaid had received the least amount of previous care. Even though a higher

percentage of them needed dental care, they needed the fewest teeth extracted

and they completed almost all of their dental care. Approximately one-fourth

of these children had access to some funds for health care at the end of the

year--possibly even Medicaid funds. However, this group of children tended

to have very little assurance of on-going.comprehensive care. Only 1.5 percent

had access to future medical and dental care: funds and services.

E. Location of Children

Health Start projects were classified by the evaluators into four

categories: urban, rural, mixed (urban and rural) and migrant. Children

in the four categories differed markedly on the various characteristics

shown in Table VIII-9. The only exception was the average number of caries

repaired. Over one-half of the children in urban projects were enrolled in

Medicaid before entering Health Start, compared to 37 percent of the children

in "mixed" projects, 32 percent in rural projects, and 22 percent in migrant

projects. Urban children also had more care in the 12 months prior to enter-

ing Health Start. Of the children tested, more rural children needed dental

and medical treatment than the other groups. The most striking finding in

Table VIII-9 is that only 0.2 percent of the children in migrant projects

were known to have access to future care (medical and dental funds and services)!

1. The average period of enrollment in Medicaid is 18 months. Children
tend to go on and off Medicaid. This is a key point to remember for plan-
ning and budgeting health components in programs like Head Start.
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TABLE VII/-9

CHARACTERISTICS OP CHILDREN IN
URBAN, MIGRANT, AND RURAL PROJECTS

Type of Project

Characteristic of Children Urban Mixed
,

Rural Migrant

Percent migrants in project . 0% 162 2% 88%

Percent enrolled in Medicaid
before Health Start (or all
children with known Medicaid
status)

54% 372 32% 22%

Percent with up-to-date
immunization at time of
enrollment

29% 18% 15% 18%.

Percent of screened needing
dental treatment 33% 52% 64% 601

Percent of screened needing
medical treatment 22% 29% 31% 21%

Average number caries re-
paired per dental treatment 3.5 3.6 3.6 3.3

Percent with known dental
care in,previous year 9% 6% 2% 2%

Percent with known medical
care in previous year 66% 49% 30% 9%

Percent with known future care
(medical and dental funds and
services) 16% 23% .14% 0.2%

Number of children in types
of projects 2,525 1,086 4,366 1,854
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F. Recent Health Care and Pre-Existing Health Conditions

The earlier discussion shawed that three groups of children were more

likely to have had Some type of health mu in the 12 months prior to enter-

ing Health Start. They were urban children, non-migrants and children

enrolled in the Medicaid program.

Table VIII-10 shows that only 3 percent of the children were known to

have had both medical care (preventive or crisis) and dental care within 12

months prior to Health Start. fwenty-one percent of the children had some

crisis medical care (but no preventive medical care), and approximately 17

percent had some preventive care. Nothing was known about the previous he

health care status of over 14 percent of the children.

TABLE VIII-10

AMOUNT OF MEDICAL AND DENTAL CARE
IN THE YEAR PRIOR TO HEALTH START

Medical Care in Past 12 Months
Only

Crisis
Care

Preventive
Care

No

Care Unknown TOTAL

Dental Care With-
in Past 12 Months

1.3% 2.1% 0.7% 0.1% 4.2%Some

None 13.4 6.8 27.2 2.9 50.2

Too Young 5.4 5.6 9.9 6.5 27.6

Unknown 0.5 2.0 0.9 14.5 18.0

TOTAL
N a 9,294 20.6% 16.5% 38.7% 24.1% 100%
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Children varied across projects in the amount of previous care they

had. An average of over 90 percent of the children in six projects' had

not received any dental care in the 12 months prior to Health Start, while

the average over all projects was 50 percent. In two projects (Penobscot

and Tom's River) over 95 percent of the children had no medical care in the

previous 12 months, while for all projects the average was 39 percent.

Children who were not known to have medical care in the 12 months

prior to entering Health Start (those reported as having "none" and "unknown")

received fewer tests in the Health Start program and had less chance of

assurance of continuing health care after Health Start was over. (See

Tables VIII-11 and VIII-12.

TABLE VIII-11

AVERAGE NUMBER OF TESTS
AND PREVIOUS MEDICAL CARE

Children Receiving
Medical Care in
Previous 12 Months

*
Average Number
of Screening Teets
Per Child

Required
Tests

Optional
Tests

Crisis (N n 1941) 6.5 5.3 1.2

Preventive (N 1553) 6.6 5.2 1.4

None (N 3683) 5.2 4.4 0.8

Unknown (N = 2248) 4.2 3.7 0.5

* Averages have a standard error due to sampling of less
than 0.1 in the worst case.

1. San Juan (Summer), Fairmont, (both projects), Orlando, Portageville,

and Coos Bay.
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TABLE VIII-12

THE RELATIONSHIP OF PRIOR MEDICAL CARE
TO FUTURE HEALTH CARE

Medical Care in Last
12 Months

Percent of Children with no
Assurance of Funds or Services

for Dental or Medical Care

Crisis 29.1%

Preventive 29.6%

None 27.2%

Unknown 49.5%

A child's need for care (measured by his problems detected in Health Start)

related to the type and amount of care he had received within the 12 months

prior to entering Health Start. Table VIII-13 shows that children having

previous crisis medical care were more likely to need medical care in the

Health Start program. Having preventive medical care reduced the need for

medical treatment, but twenty-one percent of the children having preventive

care in the previous year were still found to be in need of some medical

treatment.

TABLE VIII -13

PREVIOUS MEDICAL CARE STATUS AND
NEED OF MEDICAL CARE

Medical Care In Previous Year
Crisis
Only Preventive Nolte Unknown

Percent of screened needing
medical treatment 37% 21% 24% 27%

Number of children screened
by category of past care 1,601 1,307 21632 1,570
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The children more likely to have had severe medical conditions (one-

fourth of all those found with medical conditions) were childien'having

medical care in the previous year. Table VIII-14 shows that children having

crisis medical care hid more severe conditions than children with some

preventive medical care. Because only 1,5 percent of the children tested

and found to need medical treatment were already under care for the condition

found, the previous medical care of the Health Start children rarely was

related to prior medical conditions. Therefore, having previous medical care

did not greatly reduce the need of medical care for Health Start children.1

TABLE VIII-14

INCIDENCE OF SEVERE MEDICAL PROBLEMS
IN CHILDREN WITH PREVIOUS MEDICAL CARE

Result of Medical Screening:
Percent of children with one

Category of Children: or more severe medical
Type of medical care in

previous year
conditions

(Standard Error of Estimate)

Crisis Care 12.9% (0.3%)

Preventive Care 7.5% (0.3%)

No Care 4.0% (0.1%)

Unknown 3.1% (0.22)

1. For other screenings and tests, leas than 1 percent of the chil-
dren tested were already under care for the health problems detected. See
Appendix D for overview of health services component.
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On the other hand, having some recent dental care did reduce slightly

the need for dental care during the Health Start year as Table VIII-15 shows.

Children having known previous dental care did have more caries repaired--

but fewer extractions. One contention is that dental care prevents a child's

teeth from deteriorating to the point that extracting teeth becomes the only

feasible treatment.

TABLE VIII-15

PREVIOUS DENTAL CARE AND CURRENT
DENTAL STATUS

Dental Characteristics
of Children

Previous Dental Care

Within
Previous
Year

None in
Previous
Year

Too
Young Unknown

Number of children by previous
care

.4
394

.
4,768 2 604L 1 6851

Percent of screened needing
dental care 47% 53% 31% 59%

Average Number Extractions
per child treated 0.21 0.29 0.07 0.45

(standard error of estimate) (.06) (.03) (.06) (.07)

Average Number Caries Repaired
per child treated 4.4 3.6 2.2 3.3

(standard error of estimate) (0.4) (0.1) (0.5) (0.3)

G. Immunization Status of Health Start Children

Health Start projects reported great variation in the immunization status

of the children at enrollment in the Health Start program. Only 19 percent

of the children across projects were considered to be "up-to-date" in their

immunization schedule at Health Start enrollment. The Baltimore project
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reported that 58 percent of the children needed no immunizations, yet seven

projects reported that almost 99 percent still needed them.

H. Size of Children

1. Height and Weight

Because the height and weight of the Health Start children were known

only within a three month interval (reported in one of the Quarterly Health

Report periods), it was necessary to develop several assumptions to set the

bounds of height and weight of children: (1) that the measurements were

taken during the quarter in which the results were reported, and (2) that

the measurements could have been taken at the beginning, in the middle, or

at the end of the three month interval. Therefore, the evaluation provides

data to account for the lack of precision of age and time of measurement.

The evaluators developed size categories for Health Start children

using standard height and weight tables.1 Taking into consideration the age

and sex of the children, the extremes (under the 10th and over the 90th per-

centiles in height and weight) for Health Start children were determined.

Table VIII-16 presents height and weight data with three possible age vari-

ations:

HI - The age at the end of the three month interval

MID - The age in the middle of the three month interval

LO - The age at the start of the three month interval.

1. Waldo E. Nelson, Victor C. Vaughan, R. James McKay. Textbook of
Pediatrics, Philadelphia, W. B. Saunders & Co., 9th Edition, 1969, pp. 42-51.
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If Health Start children had the same distribution of height and weight

as the population of "standard" children, then one would expect Table VIII-16

to show 10 percent of the children under the 10th percentile, 80 percent

between the 10th and the 90th, and 10 percent above the 90th percentile.

The effect of underestimating age (the "LO" age assumption) would be to over-

state the number of children under the 10th percentile and understate the

number over the 90th percentile. The effect of overestimating the age

(the "HI" age assumption) would have the opposite effect.

0 HI

41 MIDLO

~TABLE VIII-16

DISTRIBUTIONg_HEALTH START CHILDREN ACCORDING TO STANDARD
HEIGHT AND WEIGHT PERCENTILES FOR VARIOUS AGES

Distribution of Children By Height

Males (3,625 Children) Females (3,542 Children)

Under
10th

Percentile

Between
10th and
90th

Over
90th

Percentile

Under
10th

Percentile

Between
10th and
90th

Over
90th

Percentile-

42.2%

37.1

31.1

46.2%

48:7

49.8

10.5%

14.2

19.0

36.4%

30.4

24.8

56.6%

60.0

61.3

6.9%

9.7

13.9

Distribution of Children By Weight

Females (3,576 Children)Males (3,663 Children)

Under
10th

Percentile

Between
10th and

90th

Over
90th

Percentile

Under
10th

Percentile

Between
10th and
90th

Over

90th
Percentile

23.1%

19.2

15.3

64.0%

64.9

64.9

12.8%

15.9

19.8

24.3%

20.7

16.5

68.9%

70.7

72.1

6.9%

8.7

11.4

(Standard error due to sampling is + 0.8%)
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The data in Table VIII-16 indicate that Health Start children had a con-

siderably higher chance of being shorter and underweight in relation to their

age and sex than did "average" children. This conclusion is not obscured by

the uncertainty of the children's ages. Within the error limits imposed by

sampling and age uncertainty due to reporting, the percent of children over

the 90th percentile is not significantly different from the "average" pop-

ulation. The one exception is boys' weight. The male children were more

prone to be overweight; between 3 and 10 percent more of the Health Start

boys were over the 90th weight percentile.

Table VIII-17 shows the joint distribution of height and weight of

children (using the "MID age" assumption). If "overweight" in relation to

height, age, and sex is defined as being below the diagonal (upper left to

lower right) in Table VIII-17, then about 28 percent of the boys and 20

percent of the girls were in this category. If "undersized" in relation

to age and sex is defined as being below the 10th percentile in height and

weight, then 15 percent of the boys and 13 percent of the girls fell in this

category. Therefore, there was a marked tendency of the Health Start children

to have been either undersized or overweight.

However, no notewrothy correlation was found to exist between the nine

height-weight categories (under the 10th percentile, over the 90th, or in

between for height and weight) and results of the screening tests given to

Health Start children. This supports the textbook admonishment thiit height

and weight information "will be moat useful if it is recorded at aortal

examinations on charts permitting comparisons with standards for each age
"1

rather than at a one-time observation an was available for this study.

1. Waldo E. Nelson, Victor C. Vaughan, R. Janes McKay. Textbook of
Pediatrics, Philadelphia, W.B. Saunders & Co., 9th Edition, 1989, p. 39.
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TABLE VIII -17

JOINT PERCENT DISTRIBUTION OF CHILDREN BY
HEIGHT AND WEIGHT USING THE "HID" AGE ASSUMPTION

Under 10th Percentile

Between 10th and 90th

Over 90th Percentile

Height
Under
10th

Percentile

14.7%

20.2

2.2

Males
Between
10th and

90th

4.3%

38.6

5.9

3,570 Children)
Over
90th

Percentile Total

0.2% 19.2%

6.2 85.0

7.7 15.8

TOTAL 37.1% 48.8% 14.1% 100%

Under 10th Percentile

Between 10th and 90th

Over 90th Percentile

Height Females
Under Between
10th 10th and

Percentile 90th

_-__-_-

3 495 Children)
Over
90th

Percentile Total

6.8% 0.4% 20.6%

50.2 5.2 70.9

3.0 4.1 8.5
....

TOTAL 30.3% 60.0% 9.7% 100%

2. Blood Test Results

Children under 36 months of age and below the 10th percentile in

height and weight often had low hemoglobin or hematocrit readings. Table

VIII-18 shows the percent of "small children"--having height and weight below

the 10th percentile for their age and sex--with positive blood test results

(needing treatment).

Health Start data show that the results of a blood test (hemoglobin or

hematocrit) were very good indicators of whether or not a child would have a

medical condition needing treatment. The blood test was a far superior indi-

cator of medical conditions than the small size of the child (relative to the

10th percentiles for height and weight) as is demonstrated in Table VIII-19.
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TABLE VIII -.18

BLOOD TEST RESULTS FOR SMALL CHILDREN

Percent of Children Needing
Treatment-as Determined by

Blood Test Result

(Standard Error of Estimate)

Small
Age Group Children Others

3 years and under 12.5% (0.32)

.

3.6% (0.3%)

Over 3 years 6.3X (0.6%) 5.2% (0.4%)

TABLE VIII-19

THE INFLUENCE OF HEIGHT, WEIGHT, AND BLOOD TEST RESULTS
ON THE PERCENT OF CHILDREN FOUND NEEDING MEDICAL TREATMENT

Percent Needing Medical, Treatment

A :

3 years and under 22MLEMA_----_--
BBlood Teat Result

Size of Child
Blood Test Result

Not OK OK Not OK OK

Small 64% (4%) 24% (2%) 53% (5%) 25% (2%)

Not small 57% (4%) 22% (1X) 41% (5%) 222 (1%)
-,

( ) Standard Error of Estimate
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3. Comparison of Hemoglobin and Hematocrit Values of Health Start
Children with Those of Children of Other Socio-Economic Groups

The relationship between blood test results (hemoglobin, hematocrit)

and socio-economic status of children has been documented: Children from

low income families tend to have lower hemoglobin and hematocrit values.
1

Helath Start children have hematocrit and hemoglobin values that are below

the values of children in the lowest class used in the Owen study. The

results from Health Start are compared to Owen's results in Figure VIII -2

and V111-3.
2

The figures show for one age group (48-71 months) the percent

of children with hemoglobin and hematocrit below given values. The distri-

butions of Health Start children are significantly different (at the 5 percent

level)
3

from the socio-economic classes used by Owen.

1. For example see Owen, Lubin and Garry, "Preschool Children in the

United States: Who Has Iron Deficiency ?" The Journal of Pediatrics, Vol. 79,

No. 4, pp. 563-568, October 1971.
2. Similar figures are displayed in Appendix D for different age groups

for both the hematocrit and hemoglobin tests.
3. A Kolmogorov-Smirnov two sample two tail test was used.
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I. Children Exposed to Fluoridated Water

The Health Start data confirm the claims that fluoride reduces decay.

.Children living in communities with fluoride in the water tended to :reed less

dental treatment than did children in communities without fluoridated water.

(See Table VIII-20.) For children needing dental treatment, the presence of

fluoride reduced the amount of care needed (here measured by caries repaired

and teeth extracted).

TABLE VIII-20

THE EFFECTS OF FLUORIDATED WATER
ON DENTAL STATISTICS

DENTAL
STATISTICS

Children in a Project
Exposed to Fluoridated Water

ALL SOME NONE

Percent of children (not considered "too
young") receiving dental screening

90% 65% 45%

Percent of screened children needing
treatment

26% 59% 64%

Percent of treatments completed 50% 83% 73%

Average number of extractions per
child treated

0.22 0.14 0.25

Average number of caries repaired per
child treated

2.00 3.46 4.22

NUMBER IN SAMPLE 1,417 3,800 2,498
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J. Conclusions and Recommendations

1. Conclusions

a. Age

(1) Thirty-seven percent of the Health Start children across all projects

were under three years old.

(2) Although children under three years of age tended to have slightly

more medical conditions than did children over three, the conditions detected

in the two age groups were almost equally severe.

(3) The older the child the more likely the need for dental treatment.

b. Ethnicity

(1) The major ethnic/cultural group was white (39 percent), followed

by blacks (34 percent). Mexican-Americans made up 21 percent of the total.

(2) Of the three major ethnic groups, Mexican-Americans had the least

amount of health care in the 12 months prior to entering Health Start,

were most likely to need dental care, were least likely to be enrolled in

Medicaid, and were least likely to have access to future health care. The

same trend occurred for the migrant children. (Most of the migrants in

Health Start were Mexican-Americans.)

c. Medicaid Status

(1) Approximately one-third of the children were enrolled in the Medicaid

program. Ten percent of the children were eligible but not enrolled and

the rest were either not eligible or unknown.

(2) Health Start children were not assured of continued enrollment in

Medicaid. Of the children enrolled in Medicaid upon entering Health Start,

almost half (47 percent) were reported to not have access to Medicaid funds

after Health Start.
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d. Location of Children

Urban children tended to have had more health care in the 12 months

before entering Health Start and were more likely to be enrolled in Medicaid

than were children in rural, mixed (urban/rural) or migrant projects.

e. Previous Care

(1) Fifty percent of all Health Start children had no health care in

the 12 months prior to entering Health Start.

(2) Children not known to have had medical care in the 12 months prior

to entering Health Start were leas likely to receive many tests (and sub-

sequently health care) during Health Start and had less chance of continuity'

of health care after terminating from Health Start.

(3) Health Start children having crisis medical care in the 12 months

before entering Health Start were more likely to need medical care during

Health Start.

(4) Children with some type of medical care (crisis or preventive) in

the 12 months prior to entering Health,, Start were more likely to have severe

medical conditions.

(5) Only 1 percent of the children found to need medical treatment were

already under care for the medical conditions found in the Health Start

screening program.

(6) If a child had dental care in the 12 months prior to entering Health

Start, he tended to have more caries repaired but fewer teeth extracted.

f. Immunization Status

Even though immunizations generally are available through public

health departments, only 19 percent of the Health Start children were on
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schedule with respect to their immunizations upon entering Health Start.

g. Growth (Size) of Children

(1) Health Start children were more likely to be shorter and underweight

and have lower blood counts (in relation to their age and sex) than were

"average" children.

(2) Twenty-eight percent of the boys and 20 percent of the girls were

over-weight.

(3) Health Start data show that blood test results are very good in-

dicators of whether or not a child would have a medical condition needing

treatment.

h. Effect of Fluoridated Water

Children in communities without fluoridated water tended to need

more dental treatment. Over twice as many caries were repaired (per child

treated) in projects where none of the children were exposed to fluoridited

water as in projects where all the children lived in communities with fluori-

dated water.

2. Recommendations

Health Start data show that the following types of children are

more likely to need health care and, therefore, should be screened first in

a case finding and treatment program like Head Start (especially if funds

are limited):

Children who have had recent medical care (especially
crisis care). They tend to need medical treatment.

Young children who are small for their age. They have
twice the number of ailments as young children of normal
size.

Children who have abnormal blood readings. They tend
to have serious medical conditions.

Children who are not exposed to fluoridated water (for
dental screening). They tend to need more dental treat-
ment.
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MEMORANDUM
A-1

DEPARTMENT OF HEALTH. EDUCATION, AND WELFARE
OFFICE OF THE SECRETARY

TO : Assistant Regional Directors DATE: February 29, 1972
Office of Child Development

FROM : Edward Zigler, Director
Office of Child Development

SUBJECT : Health Start Program Summer 1972

Transmitted herewith are guidelines for the 1972 Summer Health Start
program. The emphasis this year will be on developing new techniques
in the coordination of resources of other HEW programs to make medical
and dental services available to low income preschool children. Your
programs should be developed according to the guidelines.

To insure the success of the Health Start effort, you must work cloSely
with representatives of collaborating HEW agencies such as Health
Services and Mental Health Administration (HSMHA) and Social and
Rehabilitation Service (SRS). Their involvement is essential to
meeting the program's objectives. For your information, attached is
a copy of SRS's Program Regulation Guide on "Early and Periodic
Screening Diagnosis and Treatment of Individuals Under Age 21" and
their listing of Associate Regional Commissioners fot Medical Services.

I request your cooperation in making Summer Health Start a vital,
successful endeavor so that through it we may develop ways of better
meeting the health needs of the youngsters we serve.

ff you neeCfurther information, and assistance contact Mrs. Olive Y.
Burner at (202) 755-7768.

Attachments
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GUIDELINES FOR HEALTH START 1972

Goals of Health Start

Health Start is a demonstration program designed to develop, on a
limited national basis, a variety of approaches for generating health
services for economically disadvantaged preschool children. The

program goal is to develop new techniques in the coordination of
resources of other HEW programs to make medical and dental services
available to these children. A secondary goal is to fill health
care gaps in limited resource areas where there is a demonstrated need
and the possibility exists for getting such services for children of
poverty. The projects are expected to focus on the detection and correc-
tion of underlying health problems, on preventive services, on health
education for children and parents and on linking children to continu-
ous health delivery arrangements whenever possible.

II Objectives

A. To demonstrate the feasibility of a service coordination
approach to health care delivery for low income children
in areas where health resources vary from Lew or none to
many.

B. To make health services available and accessible to an
increased number of economically disadvantaged children.

C. To develop new ways of assisting preschool economically
disadvantaged children through their parents to bedome
linked to health services in areas with limited health
resources.

D. To develop new administrative mechanisms which will
assure improved utilization of local, state and federal
resources in providing health services.

E. To develop an organized health education program for
children, parents and staff which is to include basic
health principles and concepts. Consumer education
related to existing local available health resources
will also be developed.

III New Emphasis for 1972

The results of the 1971 program have pointed to the need for a more
formalized working relationship between Health Start and existing health
resources. On-going collaborative efforts are needed co assist in
attaining the stated objectives. Joint planning and agreements that
stimulate coordinated use of funds and resources are to be encouraged.
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In keeping with this new emphasis, the Office of Child Development,
the Health Services and Mental Health Administration and the Social.
and Rehabilitation Services will conduct a joint effort in planning
and administrative support.

To meet 1972 Health Start objectives, local programs will be required
to:

I. demonstrate how to maximize coordination of available
resources such as Title V, Maternal and Child Health
Program or Title XIX, Medicaid, early identification
and treatment programs and/or

2. demonstrate how to serve children in areas of limited
resources. This may be in a collaborative effort or
using predominantly OCD funds.

IV Children to be-Served

Children to be served are siblings under age six of younsters currently
enrolled in Head Start programs, children on Head Start waiting lists,
or other groups of low income children under age six who are not receiving
health services. Eligibility will be based on the 0E0 poverty guidelines
or the State Medicaid requirements whichever are higher. Children
previously or presently enrolled in a Head Start program or children
enrolled in Health Start during the first program year are not eligible
for Health Start.

Health Start Required Project Components and Permissible Variations

All projects must have:

A. Health Coordinator: A coordinator should be exployed for
a full year for each Health Start project. This may be a
full time or part time function in Health Start. Part time
employment in a program that relates to or enhan:es the Health
Start program is encouraged where the Health Start Health
Coordinator's services are not needed full time. This

individual should,at a minimum, be a registered nurse, who
is knowledgeable in use of community, state and federal
resources and has administrative, teaching and counseling
abilities. In specific instances, which must be justified in
the program plan, the coordinator may be an individual who is
knowledgeable in the area of community health resources and has a
minimum of two years of experience in medical service administration.
Persons familiar with local Title XIX operations, including
eligibility certification, could be considered medical service
administrators for the pruposes of this grant.
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B. Detection Program of Required Services: Detection services
must include screening linked with subsequent diagnostic
assessment. Minimum detection services required are

I. Medical and developmental history
2 Determination of immunizations needed
3. Physical screening
4. Laboratory screening through hematocrit or hemaglobin

determination and uninalysis
5. Vision and hearing screening
6. Preliminary dental screening to establish'priorities

for treatment

C. Treatment yrogram Linked to Detection Process: An organized
treatment program must include:

1.. Treatment of all health problems detected
2. Providing needed immunizations
3. Basic dental care services defined as follows:

a. Diagnostic examination including x-rays
necessary to complete needed treatment

b. Dental prophylaxis and instruction in
self care oral hygiene procedures

c. Topical fluoride application

d. Restoration of carious (decayed) teeth
with silver amalgam, silicate cement,
plastic materials, and stainless steel
crowns where indicated, with careful
consideration for the health of the dental
pulp.

e. Extraction of non restorable teeth and
other services required for the relief of
pain and infection.

D. Organized Health Education Program

This component must be a planned activity involving a specific
set of items to be covered and must be provided to the children
enrolled in the program and their parents. During the summer
impact period, a group instructional approach is recommended
with a one-to-one approach during the remainder of the program
year. Group instruction should not be given on a regular class-
room basis. Rather, specific topics should be scheduled at
specific times as necessary and pertinent. Preferably such
times will be coordinated with group health services delivery
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activities. l'or example, if a group of parents is asked to
bring their you a center for mass immunizations,

c levant health lecture could be planned for parents and/or
chIldren at tlutt t laic.

Health education should be given equal priority with delivery
of health services in any Health Start program. Grantees
should develop imaginative, inexpensive ways to carry out this
part of the program.

For parents, the program must cover, as a minimum:

1. Health services available in the community and,
how to contact and use them to obtain health
care for children beyond freatment of health
needs detected through Health Start :, e.g.
treatment of emergencies, or acute episodic
illness.

2. How to tell when your child needs medical care

3. Basic personal hygiene

4. Oral hygiene instruction to include the proper
use of soft toothbrush and unwaxed dental floss

5. Nutrition

6. Safety and accident prevention

For children, the program should include:

1. Basic personal hygiene

2. Oral hygiene instruction to include the proper
use of soft toothbrush and unwaxed dental floss

3. Nutrition

4. Safety and accident prevention

E. Administrative Structure

The structures and procedures must be organised to insure the
maximum utilization of existing local resources. The Health
Coordinator should have the key role in planning and carrying
out this program. Possible sources of recruitment for this
position are:
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1. a nurse whose time is shared with a relevant title V
program

2. a nurse who has functioned effectively in a Head Start
program

3. a medical service administrator whose time is shared
with a title XIX program and meets requirements in
paragraph V above

4. a nurse who can be detailed for the program from a
local health department

Program planning should include where available local health
providers, the Health Coordinator, representatives of federal
State and local programs in the area and regional representative
from OCD, HSMHA and SRS.

Regional offices may wish to make funds available to certain
proposed grantees for planning ptirposes.

Detailed records must be kept on all children in order to follow
up their health needs and provide an adequate medical record that
can be transferred with each child when he leaves the program.
Parents must be informed of where their child's health record
will be kept.

It is recommended thata professional review committee be established
which would provide quality control on expenditures of all treatment
funds.

Staff training to insure that every person working in the Health
Start program has a clear understanding of program goals, plans,
and how to implement those plans is mandatory.

Grantees should determine well in advance of the project start
up date a system to identify and enroll the children to be served
by Health Start. Local agencies, such as a CAP., health department,
school system, etc. should be contacted for lists of children most
likely to benefit from the Health Start program. This must be done
early because many local resource people will nct be available during
the summer.

Care should be taken in planning and recruiting to ensure that
children in Healch Start will not receive health services which
will unnecessarily duplicate those to be provided in the coming
year, by the public schools, to the same children.

In the appendix are described some approaches or "models" developed
during the first year of Health Start that worked out well. Grantees
may wish to review these for applicability to their local situation.
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VI Optional Components

Once all of the required components have been planned for, additional
components which meet local needs can be developed. Examples are:
intestinal parasite screening, lead poisoning screening, sickle cell
screening, developmental screening, etc. In each case, however, the

`plan should demonstrate linkages to follow up diagnostic and treatment
services.

Transportation, baby sitting and a parent consultant either on a part
time or consultant basis may be considered as optional components.
The parent consultant would assist the health coordinator in the
development and implementation of the health education program.

VII Program Administration

Each region will receive no more than $80,000.00,to launch a Health
Start program or programs. Existing Health Start programs should not
be asked to write a proposal for 1972 unless they can meet guidelines
described above, have additional children to serve, and have demonstrated
ability to carry out a program.

A. The National Role

Direct responsibility for the quality and successful operation
of Health Start programs will rest with the National Health Start
Health Director with assistance from the regions.

A committee will be established of representatives of collaborating
HEW agencies to assist in planning, selection, implementation,
periodic review and evaluation of the Health Start program.

The headquarters staff will work with the evaluation contractors
to provide the regions relative performance data on the first
program year to aid in the application, review and selection
processes. Headquarters will also provide training and information,
coordination and continuing communication among Cie region, local
communities, USPHS Division of Dental Health, American Academy of
Pediatrics and the evaluator through a headquarters funded grantee.

Regional Role

Each assistant regional director shall designate one person within
that regional office to be administratively responsible for Health
Start. Such responsibility is to include the establishment of a
regional Health Start Committee which is composed of representatives
of collaborating HEW agencies such as HSMHA and SRS. This committee
should:
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1. assist in proposing possible sites

2. solicit proposals

3. recommend which proposals should be funded

4. in conjunction with AAP and USPHS Division of Dental Health
provide review and recommendations for technical assistance

5. make grants

6. monitor grantees

C. Eligible Grantees

Acceptable grantees or delegate agencies are agencies who are
eligible to receive and administer federal funds. Agencies
should be able to ensure delivery of health services and show
knowledge of and contact with the population of eligible children
as defined above. This should include, but not be restricted to,
Head Start grantees. Other possible grantees are hospitals,
medical schools, public health departments, school systems,
neighborhood health centers, HMO's, etc.

D. Application and Proposal Requirements

Instructions to communities soliciting proposals should require
the applicant to:

a. Identify in detail their plan and capacity for conducting
each component of service and how they will provide that service.

b. Identify the approximate cost/child for services and the portion
of this cost/child to be covered by the Health Start grant ani
the amount to be generated for the services from other sources.

c. Indicate how local health providers and other resource persons
have been involved in the planning process. Suea involvement
of local health people and facilities is a must in the planning.

d. Describle the population to be served, the applicant's present
contacts with this population,the methods of recruiting enrollees
and the number of children who will be served.

c. Specify in the plan the manner in which this program will relate
to Title XIX (Medicaid) and Title V (Maternal and Child Health)
programs.
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f. Include as a part of the proposal a time-phased schedule showing
planned dates of enrollment, detection, treatment, and health
education.

g. Submit, along with a narrative of the proposal, forms required by
the region.

E. Selection Process

In each region proposals should be evaluated and priority rated by
a committee composed of representatives from HSMHA, SRS, USPHS Division
of Dental Health and OCD. Recommendations will be sent to Headquarters
NLT May 5. A national committee composed of representatives of OCD,
HSMHA and SRS has final concurrence in grantee selection.

Proposals should be evaluated in terms of ability to meet objectives
outlined in paragraph II. Regional Selection committee should give priority
to those programs that can demonstrate a collaborative approach to
provision of health services and have prospects for continuing collabora-
tive efforts in providing needed health services in the future, and/or
programs that demonstrate methods of delivering health services in
areas of limited resources.

F. Technical Assistance

The regional health liaison specialist who will be hired under terms of
the new AAP contract will provide some technical assistance to Health
Start programs. Where necessary, non physician technical assistance
can be requested through the specialist. In addition, each Health
Start program will receive at least two visits from a Pediatric Consultant,
one of which should be to pl.n the program. OCD regional representatives
for Health Start programs should work closely with regional HSMHA, SRS
and USPHS Dental Division personnel to insure maximum impact of the
resources of these other agencies on Health Start,

C. Evaluation

It is expected that the two major questions of Health Start will be
answered by the end of the second year. These are

1. How can hbalth services for low-income children best be
coordinated? How feasible is coordination of Feeeral,
state and local resources to meet the children's needs
for detection, treatment, entry into an on-going health
care system, and health education?

2. What are innovative ways to provide health detection,
treatment, entry into an on-going program and education
that could be adopted by summer and full-year Head Start
programs? What new ways to provide these services are
relatively inexpensive, work well and offer promise of
reproducibility? What examples of experimental approaches
developed in Health_Seart can be recommended for wider
adoption in child Programs?
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Some of the subquestions to be addressed in the evaluation are

outlined below. In most instances the health coordinators will
be asked to provide the information in a form to be specified by
the evaluation contractor after further refinement of terms and
development of measures and indicators.

1. Veasibility of a service coordination approach to health
services for children. This effort will evaluate the use
of Title XIX and other resources, including (hut not limited
to) such questions as:

a. In what ways were services coordinated in. areas with many
and few resources?

b. How was this coordination brought about?

c. What was the anticipated and actual support obtained
through coordination? How much was required in direct
payments to provide what service to how many children?
Under what circumstances was service coordknation most
effective? What approaches worked best in areas with many
and few resources?

d. What resources existed in area to be served? What new
agreements were reached?

e. Were there any "trade-offs" in providing service through
Health Start that meant reduction in number of children
reached or level of care ordinarily provided by
cooperating agencies?

2. Report on program effectiveness in meeting Health Startjioals,
including:

a. Number of children registered through activities initiated
by the program.

b. Number of children served, type of health problem indentified
and treatment provided.

c. The success of the health education component

o How was health education provided to children, parents
and staff?

o What was the content of the health education program?

o What did staff, parents and children learn about health
education as defined by the Guideline contcnt?

o How was the health education knowledge put to use?

d. The success of the entry-into-an-ongoing delivery system

component: how many children are entered into an on-going
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prevention/treatment health delivery system as a result of
Health Start?

3. What innovative a .roaches to health delivery have been developed
that could be used by summer or full-year Head Starts? This will
involve a report on the innovative approaches adopted by Health
Starts, costs, and their effectiveness with regard to providing
detection, treatment, entry into an on-going delivery system,
and health education. Effective components or e.pproaches will
be highlighted for possible adoption by full-yee.r and summer
programs.
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Appendix: Project Approaches

All projects should include all of the components specified in the Guidelines:
detection, treatment, continuity of care, and health education. It is expected
that there will he variation in the resources used and the approrches de-
veloped for each component.

Of particular interest are the approaches to detection and health education.
The approaches to detection used in FY'71 included:

o Multiphasic screening (which is usually more cost/effective for large
projects, e.g., about 1,000 children, than for smaller projects.) Multi-
phasic screening is conducted by trained teams of paraprofessionals;
all screening for one child is completed in one sitting.

o Mixed screening is provided by various sources, e.g., state vision-and-
hearing specialists, laboratories, etc.,.at various times.

o Full exams are usually performed by physicians and dentists.

The approaches to health education developed in FY'71 included:

o Group setting: In this approach health education is provided in groups
at the time of screening and review or as part of group meetings con-
vened by another organization.

o At home: In some sites, health education was provided in a series of
home visits.

Putting these together, a matrix of possible approaches is formed:

Health Education
Detection Group At Home Other (specify)

Multiphasic A B C

Mixed D E F

Full Exam G H I

Other J K L

(specify)

It is requested that each proposal describe the detect:.on and health
education approach enough to permit identification as to approximate
"approach" combination (A, B, etct).:- Since other matrics (e.g.,
detection by resource availability; detection by type of on-going

program) could be developed, a very full description of each component
and of resources available in the area to be served would be desirable.

(ATTACHMENT: EPSDT Guidelines, dated December 22, 1971]
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1. The Plan

In the summer and fall 1972, The Urban Institute staff visited

28 of the 30 Health Start projects.' It was expected that information

collected at these projects and recorded in the Field Visit Reports--

combined with the results of a telephone poll of health coordinators near

the end of the program year--would permit the selection of five or six.

Health Start projects with health education components that were innovative

and relatively inexpensive, that seemed to be working well, and that offered

promise of reproducibility in summer and full-year Head Start projects.

2. Development and Research Design of Intended Parent Interview

Since one of the original aims of the evaluation was to assess

the impact of health education on Health Start parents,2 a survey based

on the guideline requirements was developed to determine the effects of

various health education components on a sample of parents in selected.

Health Start projects.
3

Illustrations of the types of research questions

are:

What did parents and children learn about health?

Are parents aware of child health problems uncovered in
screening tests? Are they aware of the ongoing treatment
program to which they have been introduced?

Are parents more aware of the services available to them
as a result of Health Start?

How was the health education knowledge put to use by
parents and children?

1. The other two projects were visited in early 1973 after they
began operation.

2. See Joseph S. Wholey and Leona M. Vogt. "Evaluation of the
Health Start Program," proposal for research project submitted to the
Office of Child Development, The Urban Institute, and Richard B. Zamoff,
"Analysis Plan for Evaluating Health education in the Health Start
Program," The Urban Institute.

3. The design and execution of parent interviews in The Urban
Institute's evaluation of Head Start experience with Healthy, That's Me
was useful in preparing the intended data collection instrument.
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Once the Health Start projects with the most promising health educa-

tion components had been selected, a random sample of approximately 100

parents was to be chosen for subsequent interviews near the end of the

program year (April 1973). The sampling procedure would haVe involved

the selection of children from the Quarterly Health Reports. The parents

of the sampled children would have constituted the interview sample.
1

For a variety of reasons noted below, the parent survey was not

executed as planned. It was hoped that the parent survey could be used to

highlight successful health education models and strategies in Health Start

that could be recommended for adoption in Office of Child Development pro-

grams or other early childhood efforts.

3. Reasons for Non-Use of Parent Survey

A number of serious methodological constraints dictated the

wisdom of not expending human and financial resources on the parent survey

as outlined above:

a. As has already been mentioned, The Urban Institute site visits

to all of the Health Start projects and telephone interviews with all the

health coordinators revealed a high degree of casual, sporadic, informal

health education activities, and a relatively low incidence of planned,

1. In view of the resources available to the project, it appeared
feasible to conduct interviews with a maximum of 30 parents at the five
or six project sites we expected to select. Since the number of children
at Health Start projects ranged from 85 to 844 children as of January 31,
1973 (median u 217 children), the interview sample would have been approx-
imately 14 percent of the number of enrolled children. We expected to
complete interviews with approximately two-thirds of the sampled parents.



organize() events both for parents and children. And, even though eight

projects were found to be distinctive, they emphasized different topics;

therefore it would be difficult to 'compare results of their efforts.

comparative study of "good and "poor" projects was virtually impossible

due to the very limited range of health .education activities.

b. In numberous projects, including the eight projects judged to

have relatively good health education components a number of methodologi-

cal problems were discovered related to the execution of a parent survey:

(1) The focus of individual projects chiefly on one promising dimen-

sion of health education--e.g., strep infections in Center, Colorado or

dental education in Region X.1

(2) The atypicality of the parents- -e.g., college students in

Cedar City, Utah.

(3) The inaccessibility of parents--e.g., migrant workers in Merced,

California and The Dalles, Oregon or projects covering a large number of

counties or a state ( .g. The Dalles, Oregon; Grants, New Mexico; and

Mora, Minnesota).

(4) The enrollment of Health Start children in Head Start in the

fall 1972 eliminating the possibility of distinguishing the effects of

Health Start from Head Start.

(5) The enrollment of Health Start children in day care centers, who

at the same'time were in with Health Start not providing any added health

education.

1. Actually, the Health Start guidelines establish no priorities
among the variety of health education activities mentioned.
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c. It was assumed that Health Start parents would be used as inter-

viewers in the study (to reduce costs and illicit more information). How-

ever, the need to obtain information on the health status of parents and

children raised obvious questions about the confidentiality of the data

In addition, due to the complexity of the research interview developed,

the use of Health Start parent interviewers was ruled out, as was the

possibility of telephone interviews, or the use of mail questionnaires.

Under other conditions, the use of these strategies could have been

desirable.

d. A large proportion of potential parent respondents at almost all

the Health Start sites were inaccessible for the purpose of data collection

activities. Since parents were to be randomly sampled, and since any other

selection procedure would have introduced obvious bias in the data, it

would have required an extensive amount of time (and money) to locate

parents and complete the desired number of interviews (estimated at a

minimum of.two man-weeks per site).
1

Project resources were unavailable

for an effort of this magnitude.

e. Even where health education activities were taking place, they

usually received low priority in terms of project plans. In virtually

every Health Start project, health education activities were begun long

after the intended starting date. While it is likely that since the

reporting requirements and guidelines stress the delivery of health serv-

ices, the first component to be abandoned was health education, the net

result is that it is highly debatable whether positive gains that might

1. The use of The Urban Institute field interviews was eliminated
because of the expected value of the data and the high cost of collecting
them.
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be attributable to health education activities would have been observable

after very limited exposure to the health education component (e.g., three

months and two encounters).

Finally, the use of an "after only" research design is quite weak for

making causal inferences between exposure to a health education component

and the existence of some desirable outcome (e.g., informational gains,

behavioral or attitudinal changes, etc.). Positive results might be due

to extraneousextraneous factors or to one's (unmeasured) position at the beginning

of the program year.

Any of the above constraints would have constituted a serious method-

ological obstacle to the execution of an effective parent survey. Taken

together, they provided the rationale for basing the health education

analysis on the site visit information and on the interviews with the

health coordinators.
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R,:.ui.on I

I itOr

SU1JCJ rn, Thl.:0.1h on SLS Collabora.tion with OWs 1972 11. ih SLart
Procy:,11 Pr. rAlj,13T0.03 memo to SR3 of
3/10/72, i ield Staff informtion and.I1;strIzetion Sorleo, 06,
to Js it Regional Cot..missioners for 1il Servioos from me,
V23/72)

Interagency collaboration is an important ingredient in implementin
early and periodic screening, dinosis, and treatment raglAjiMOIVib, a
high priority in NSA objcctives, I am, th:rofore, akin for you2 help
in furthorinr Nedicidls collaboration with the Office of Child Develop-
nent in 1E.a.lching the 1972 Child Health Sit. progral.

A list of the Health Start projects in your region, and the names and
phone numbers of the Health Start Coordinators assicned to those pr'ziject's
is enclosed (Attachment 1); also two copies of each of the Health Start
projects (Attachment 2). I am asking that you:

0.) Send the title XIX agency a copy of each of the Health Start.
projects in his State, and share with 11'..m the infomation
contained in 1.1r. Twiname's m:morandum, and my Field Staff
InforlLation and instruction Series l;26 on this oabjcot.
(Attachment 3)

(2) Arrange a mooting with the regional COD Health Start Representattve,
the State title XIX agency, and the. local project coordinators for
projects in your region to (a) discuss the role that the Medicaid
program can play in implementing Health Start projects in that
State, (b) establish channels of commnioation for the Health Start
project coordinator both at the State and local level, and
(o) work out realistic arrangements for implemnting interagency
collaboration, including appropriate reimbursement arrangements.

(3) Advise the local Health Staxt coordinator of the time and place of
the scheduled interagency meeting in the State Title XIX a6ency
office.
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2 ET.

Aav:;:.e 11w1, fLim.rk.n:91.s .1.111 n
thatthis 1:ay Inc luad in thz: viwithly

Secretary on OP3 proos of hiLIA priority.

MI! Office of innowAions i9 p2;!ming Lo underta sever;:.1

on early and poiodic arA trcalstent in the ety11...

fim:Ll year. You 'Tv, thorfore, wish to considor this 1).T.,3ibility
cob' u:IA:Lies chore such an interagency activity with Health ;;L:Irt

be pwductive. 1 understna that :Dr. Helen 11:::1.172, has alrey diseuscd
such a possibility with Ii-jorie H:maris on your staff, 'LZ[,y Dow

the Efline title XIX cs"-incy 1,10 attended the R(42:101)&J OCD orientation s' .:en

in Yew York on Jwi 21 and 22. A preliminary re'vicw of the Health ii,_:

project in Bangor, Maine, gives indication of a toed potential for inLeric:y
collaboration. Technical assistance in the development of such a project
will be available on reque;;t.

I know thatI can count on your cooperation in this interuf,o.lcy effort to
impler.,:nt the program for early and periodic screening, diaLnosis,
treatment. Questions about this activity can be directed to Hrs.
(2-3164).

Howard E. Neymen
Commissioner

3 Attachments

Prepared by Helen Martz, Office of Innovations
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IV CON PIMI.NBU

REGION I
STAR

STAKT dOOT:DTEAT6RS LY SrgE

MAIM:

Mr. Yonneth D. Cole
Division of Child Development
renquis CAP
611 Ihmmond Street
Bangor, Maine 04601
tele. / (207) 965-6495

RHODE ISLAND

Mr. Norman W. McComb
Head Start Director
Black: tone Val)ey
150 !lathe Street
Pawtucket, Rhode Island 02860
tele. ( (401) 723-4520
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DEPARTMENT 01' HEALTH, EDUCATION, AND \VELFARE
SOCIAL ANL) REIIABILITATION SERVICE:

Office of the Administrator

All SRS Regional Commissioners 1 0 1972

VA 1 7 19Zal

FR" Administrator

SoCial and Rehabilitation Service
UCD,/ DHEW

SUBJEGT: SRS Collaboration with the 1972 Summer Health Start Program

The Office of Child Development, Office of the Secretary, has especially
requested our collaboration in implementing their 1972 Summer Health Start
Program. Joint planning has been undertaken at the national level toward
a coordination of resources of other KEW programs to make medical and
dental services available to low income preschool children included under
the Health Start Program.

A similar joint undertaking at the regional level is essential if their
program goal, "...to develop new techniques in the coordination of
resources" is to be effected. On page 6 of the attached guidelines for
Health Start 1972 the regional role of the Office of Child Development
includes the establishment of a'regional Health Start Committee composed
of collaborating agencies, including SRS, to assist in proposing possible
sites, soliciting proposals, recommending which proposals should be Winded,
etc.

A copy of SRS'C program regulation guide on "Early and Periodic: Screening,
Diagnosis, and Treatment of individuals Under Age 21," to be administered
under the Medicaid program, was attached to the Health Start Guidelines
sent to OCD Assistant Regional Directors on February 29, 1972. A listing
of Associate Regional. Commissioners for Medical Services was also sent to
them.

We urge your full cooperation in assigning NSA and other appropriate staff
to serve on the OCD regional interagency committee, and to request their
active involvement in selection of Health Start sites as well as in follow-
through with State Medicaid agencies to assure their participation in the
provision of needed medical and dental services to Health Start children
eligible under the State's Title XIX program.

A joint statement on Coordination Between Title XIX and the .00 Health
Start Program, signed by both Howard Newman, Cemmissionery Medical Services
Administration and Edward Zigler, Director, ()Mee of Child Development,
was sent to KW Regional Offices and to the State agencies administering

medical and public assistance program. April 5, 1971. The attached copy
of Appendix. B, Medicaid Support for Health Start, included in the report
prepared on Health Start 1971, indicates that little, if any, assistance
was provided Health Start programs.



C-5

Page 2 - All SRS.Regional Commissioners

With new requirements for early, screening, diagnosis and treatment
under the Medicaid program, and with a more concerted and coordinated
effort by Regional staff, it is hoped the report for Health Start 1972
will provide a more encouraging example of the strength of an integrated
services approach, a high priority of both the Secretary and myself.

OCD Guidelines and a list of their Regional staff is attached for your
use.

Enclosures

cc: Dr. Merlin DuVal
Dr. Edward Zigler
Regional Directors
Mrs. Patricia Hitt
Mr. William Page

D. Twiname
nistrator
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
REGION I

JOHN F. KENNEDY FF.OFRAL (WILDING
GOVERNMENT CENTER

BOSTON, MASSACHUSETTS 02201

REGIONAL HEALTH START PROGRAM - SUMMER 1972

The Office of Child Development, Region I, announces its Regional
Health Start Program - Summer 1972.

Enclosed is the grant application kit, including guidelines, and
the HSMHA pre-application form for the Family Health Center Grant
Program. This pre-application form will be used to assess the
applicant's ability to develop the kind of health program required
in the Guidelines for Health Start.

It is required that all project proposals be submitted on the
forms supplied and in the manner prescribed by the Office of
Child Development. Informal inquiries regarding the program and
indications of intent to seek a grant should also be sent to
this Office.

The overriding criteria for agencies wishing to submit a proposal
for a Health Start Program in Region I will be the ability of
that agency to serve children from populations least reached
in the Region with particular emphasis on minority, poor rural
and migrant worker populations.

As stated in the Guidelines, eligibility will be based on the
0E0 poverty guidelines or the State Medicaid requirements,
whichever is higher. Grantees planning to run a summer Head
Start program during 1972 and willing to convert funds for use
in a Health Start program are encouraged to do so.

Applicants who desire assistance should notify the Regional
Office immediately. Arrangements could be made for a workshop
session at the John F. Kennedy Federal Building, Room 2000, Boston,
on April 14, 1972, at 10:00 a.m. The purpose of the meeting
would be to interpret the guidelines, provide technical:assistance
in filling out the forms, and to provide information related
to program objectives and required project components and
permissible variations.
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Regional Health Start Program - Summer 1972 Page 2

All grant applications are to be sent to the Assistant Regional
Director, Office of Child Development, Region I, John F. Kennedy
Federal Building, Room 2000, Government Center, Massachusetts 02203.
The deadline for receipt of applications is April 27, 1972.

19) ti2a. L exiv,4/4.44.,/
Sid

(Mrs.) Minable M. Edwards
Assistant licgionot Director
Office of Child Development

April 4, 1972

Enclosures: (1) Grant Application Kit
(2) Pre-Application Form
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TABLE D-1

PROFILES OF HEALTH COORDINATORS
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14
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.
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1

...
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*14 ;

OMAidi 1% OP
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APPENDIX E

COMPENDIUM OF HEW RESOURCES AND
SAMPLE HEALTH START PROJECT PROFILE



O
-
,
g
r
a
m
 
N
a
m
e
 
a
n
d
 
A
g
e
n
c
y

M
E
D
I
C
A
I
D
 
M
C
D
I
C
.
1
1
.

=
V
I
C
E
S
 
A
D
I
C
L
1
C
C
S
T
R
A
T
I
O
N

S
o
c
i
a
l
 
6
 
R
e
h
a
b
i
l
i
t
a
t
i
o
n

S
e
r
v
i
c
e

T
I
T
L
E
 
X
I
X

R
e
i
m
b
u
r
s
e
m
e
n
t

X
S
A
,
 
S
R
S

P
r
o
g
r
a
m
 
D
e
s
c
r
i
p
t
i
o
n

R
e
i
m
b
u
r
s
e
m
e
n
t
 
p
r
o
g
r
a
m
 
a
d
m
i
n
i
s
t
e
r
e
d

b
y
 
s
t
a
t
e
 
g
o
v
e
r
n
m
e
n
t
s
 
w
i
t
h
i
n
 
f
e
d
e
r
a
l

g
u
i
d
e
l
i
n
e
s
 
a
n
d
 
i
n
d
i
v
i
d
u
a
l
 
s
t
a
t
e

r
e
g
u
l
a
t
i
o
n
s
.

P
r
o
v
i
d
e
s
 
e
s
s
e
n
t
i
a
l
l
y

e
p
i
s
o
d
i
c
 
m
e
d
i
c
a
l
 
a
n
d
 
s
o
m
e
t
i
m
e
s

d
e
n
t
a
l
 
c
a
r
e
 
s
e
r
v
i
c
e
s
 
w
i
t
h
 
n
o
 
b
u
i
l
t
.

i
n
 
p
l
a
n
 
f
o
r
 
a
s
s
u
m
i
n
g
 
c
o
n
t
i
n
u
i
t
y
 
o
f

c
a
r
e
.

M
e
d
i
c
a
i
d
 
r
e
q
u
i
r
e
.
 
*
m
a
t
e
s
 
t
o
 
r
e
i
m
b
u
r
s
e

f
o
r
 
i
n
p
a
t
i
e
n
t
 
h
o
s
p
i
t
a
l
 
s
e
r
v
i
c
e
s
,
 
o
u
t
-

p
a
t
i
e
n
t
 
h
o
s
p
i
t
a
l
 
s
e
r
v
i
c
e
s
,
 
o
t
h
e
r
 
l
a
b
.

a
n
d
 
X
-
r
a
y
,
 
p
h
y
s
i
c
i
a
n
s
 
s
e
r
v
i
c
e
s
,
 
a
n
d

h
o
m
e
 
h
e
a
l
t
h
 
s
e
r
v
i
c
e
s
 
f
o
r
 
i
n
d
i
v
i
d
u
a
l
s

e
n
t
i
t
l
e
d
 
t
o
 
s
k
i
l
l
e
d
 
n
u
r
s
i
n
g
 
h
o
m
e
 
c
a
r
e
.

O
t
h
e
r
 
s
e
r
v
i
c
e
s
,
 
i
n
c
l
u
d
i
n
g
 
d
e
n
t
a
l
 
c
a
r
e
,

a
r
e
 
o
p
t
i
o
n
a
l
 
a
n
d
 
v
a
r
y
 
b
y
 
s
t
a
t
e
.

B
e
n
e
f
i
c
i
a
r
y

E
l
i
g
i
b
i
l
i
t
y
.

I
n
c
a
s
e
:

S
t
a
t
e
s
 
r
e
-

q
u
i
r
e
d
 
t
o
 
p
r
o
-

v
i
d
e
 
c
o
v
e
r
a
g
e

t
o
 
c
a
s
h
 
r
e
c
i
p
-

i
e
n
t
s
 
i
c
a
t
e
-

g
o
r
i
c
a
l
l
y
 
n
e
e
d
y
)
.

S
o
m
e
 
s
t
a
t
e
s
 
a
l
s
o

c
o
v
e
r
 
m
e
d
i
c
a
l
l
y

n
e
e
d
y
 
c
h
i
l
d
r
e
n

n
o
t
 
i
n
 
A
F
D
C
,

a
n
d
 
m
e
d
i
c
a
l
l
y

n
e
e
d
y
 
f
o
s
t
e
r

c
h
i
l
d
r
e
n
.

M
a
t
c
h
i
m
g
 
R
e
q
u
i
r
e
m
e
n
t
s

F
o
r
m
u
l
a
 
g
r
a
n
t
s
 
f
o
r
 
r
e
-

i
m
b
u
t
s
e
m
e
n
t
0
0
-
8
3
i

f
e
d
e
r
a
l
 
a
n
d
 
r
e
m
a
i
n
d
e
r

s
t
a
t
e
 
a
n
d
 
l
o
c
a
l
)

S
 
A
m
o
u
n
t
 
F
e
d
e
r
a
l
 
F
u
n
d
s
 
A
l
l
o
c
a
t
e
d

C
o
n
t
a
c
t
 
L
e
v
e
l
 
f
o
r

t
o
 
S
t
a
t
e
s
 
o
r
 
P
r
o
j
e
c
t
s

C
o
o
r
d
i
n
a
t
i
o
n

F
Y
 
1
9
7
2

F
Y
 
1
9
7
3

$
4
,
0
1
8
,
6
8
1
,
0
0
0

$
4
,
5
0
2
,
6
8
7
,
0
0
0
 
S
t
a
t
e
 
l
e
v
e
l
.

P
u
b
l
i
c

H
e
a
l
t
h
,
 
S
o
c
i
a
l
 
S
e
r
v
i
c
e

o
r
 
W
e
l
f
a
r
e
 
D
e
p
t
s
.

S
o
m
e
t
i
m
e
s
 
a
l
l
 
3
.

M
S
A
,
 
S
R
S

N
e
w
l
y
 
e
x
p
a
n
d
e
d
 
c
o
v
e
r
a
g
e
 
r
e
q
u
i
r
e
s

e
a
r
l
y
 
a
n
d
 
p
e
r
i
o
d
i
c
 
s
c
r
e
e
n
i
n
g
,

d
i
a
g
n
o
s
i
s
 
a
n
d
 
t
r
e
a
t
m
e
n
t
 
o
f

c
h
i
l
d
r
e
n
,
 
a
l
s
o
 
o
n
 
a
 
r
e
i
m
b
u
r
s
e
m
e
n
t

b
a
s
i
s
.
 
T
h
i
 
i
s
 
r
e
q
u
i
r
e
d
 
f
o
r
 
c
a
t
e
-

g
o
r
i
c
a
l
l
y
 
n
e
e
d
y
 
c
h
i
l
d
r
e
n
 
i
n
 
a
l
l

s
t
a
t
e
s
,
 
a
n
d
 
f
o
r
 
m
e
d
i
c
a
l
l
y
 
i
n
d
i
g
e
n
t

c
h
i
l
d
r
e
n
 
i
n
 
s
t
a
t
e
s
 
w
h
i
c
h
 
h
a
v
e
 
t
a
k
e
n

t
h
e
 
b
a
s
i
c
 
r
e
q
u
i
r
e
m
e
n
t
 
o
p
t
i
o
n
 
(
w
h
i
c
h

i
n
c
l
u
d
e
s
 
M
U
T
)
 
r
a
t
h
e
r
 
t
h
a
n
 
t
h
e
 
7

o
t
h
e
r
 
s
e
r
v
i
c
e
s
 
o
p
t
i
o
n
.

W
h
e
r
e
 
i
t
 
i
s

p
r
o
v
i
d
e
d
,
 
d
e
n
t
a
l
,
 
h
e
a
r
i
n
g
,
 
a
n
d

v
i
s
i
o
n
 
s
c
r
e
e
n
i
n
g
 
a
r
e
 
m
a
n
d
a
t
o
r
y
.

S
t
a
t
e
s
 
r
e
-

q
u
i
r
e
d
 
t
o
 
p
r
o
-

v
i
d
e
 
s
c
r
e
e
n
i
n
g

f
o
r
 
c
h
i
l
d
r
e
n

0
-
6
.

E
x
p
e
c
t
e
d

t
o
 
b
e
 
e
x
p
a
n
d
e
d

t
o
 
0
-
2
1
 
y
e
a
r
s

o
f
 
a
g
e
 
b
y
 
J
u
l
y

1
,
 
1
9
7
3
.
"
 
T
h
i
s

a
p
p
l
i
e
s
 
t
o

c
a
t
e
g
o
r
i
c
a
l
l
y

n
e
e
d
y
 
c
h
i
l
d
r
e
n

i
n
 
a
l
l
 
s
t
a
t
e
s
,

a
n
d
 
m
e
d
i
c
a
l
l
y

n
e
e
d
y
 
c
h
i
l
d
r
e
n

i
n
 
m
o
s
t
 
s
t
a
t
e
s
.

S
a
m
e
 
a
s
 
a
b
o
v
e
.

I
n
c
l
u
d
e
d
 
i
n
 
a
b
o
v
e
.

S
a
m
e
 
a
s
 
a
b
o
v
e
.



P
r
o
g
r
a
m
 
R
e
n
e
 
a
n
d
 
A
g
e
n
c
y

S
R
S
 
(
C
o
n
t
i
n
u
e
d
)

T
T
T
L
R
 
X
I

S
e
c
t
i
o
n
 
1
1
1
5

0
0
4
,
 
S
R
S
)

Pr
og

ra
m

 D
es

cr
ip

tio
n

S
p
e
c
i
a
l
 
f
e
n
d
s
 
a
r
e
 
a
w
a
r
d
e
d

t
o
 
a
 
s
t
a
t
e
 
s
p
o
n
s
o
r
e
d
 
p
r
o
j
e
c
t
.

T
h
e
s
e
 
f
o
o
d
s
 
a
r
e
 
a
v
a
i
l
a
b
l
e
 
o
n
l
y

f
o
r
 
e
x
p
e
r
i
m
e
n
t
a
l
.
 
p
i
l
o
t
.
 
o
r

d
e
m
o
o
s
t
r
a
t
i
o
n
 
p
r
o
j
e
c
t
s
 
w
h
i
c
h

R
W
 
d
e
t
e
r
m
i
n
e
s
 
t
o
 
b
e
 
l
i
k
e
l
y

t
o
 
a
s
s
i
s
t
 
i
n
 
p
r
o
m
o
t
i
n
g
 
t
h
e

o
b
j
e
c
t
i
v
e
s
 
o
f
 
t
h
e
 
p
r
o
g
r
a
m
.

M
e
d
 
a
w
e
/
v
e
x
 
o
f
 
t
h
e
 
l
a
w
 
t
o

p
r
o
v
i
d
e

se
rv

ic
es

t
o
 
s
p
e
c
i
a
l

g
r
o
u
p
.
 
o
f
 
p
e
o
p
l
e
.

P
r
o
j
e
c
t
s

m
e
a
t
 
b
e
 
a
p
p
r
o
v
e
d
 
a
t
 
t
h
e
 
s
t
a
t
e

l
e
v
e
l
 
b
e
f
o
r
e
 
g
o
i
n
g
 
t
o
 
t
h
e

r
a
g
t
i
m
e
!
 
l
e
v
e
l
.

A
p
p
r
o
v
a
l
 
a
n
d

f
e
e
d
i
n
g
 
a
t
 
t
h
e
 
r
e
g
i
o
n
a
l
 
l
e
v
e
l
.

S
e
n
e
f
i
c
i
c
r
y

S
a
m
e
 
a
s
 
M
e
d
i
c
a
i
d

e
x
c
e
p
t
 
i
n
 
s
p
e
-

c
i
a
l
 
i
n
s
t
a
n
c
e
s

w
h
e
n
 
v
e
l
e
m
.
 
o
f

t
h
e
 
l
a
w
 
i
s

a
p
p
r
o
v
e
d
.

$
 
A
m
o
u
n
t
 
F
e
d
e
r
a
l
 
p
u
e
d
e
 
A
l
l
o
c
a
t
e
d

C
o
n
t
a
c
t
 
l
e
v
e
l
 
f
o
r

t
o
 
S
t
a
t
e
s
 
o
r
 
P
r
o
j
e
c
t
s

C
o
o
r
d
i
n
a
t
i
o
n

M
M
a
t
e
h
i
o
j

w
i
r
e
m
e
n
t
s

F
Y
 
1
9
7
2

F
Y
 
1
9
7
3

M
e
d
i
c
a
i
d
 
g
o
o
e
y

i
s
 
s
u
b
j
e
c
t
 
t
o

r
e
g
u
l
a
r
 
m
a
t
c
h
i
n
g

r
e
q
u
i
r
e
m
e
n
t
.

S
e
e
d
 
s
p
e
c
i
a
l

f
u
n
d
s
 
f
o
r
 
p
r
o
-

j
e
c
t
.

I
t
 
i
s

p
o
s
s
i
b
l
e
 
t
o

f
i
n
a
n
c
e
 
t
h
e

p
r
o
j
e
c
t
 
t
h
r
o
u
g
h

r
e
g
u
l
a
r
 
s
t
a
t
e

a
m
t
.
:
A
l
m
 
o
r
 
s
p
e
-

c
i
a
l
 
f
u
n
d
s
.

C
M
o
s
t

p
r
o
j
e
c
t
s
 
u
s
e
 
b
o
t
h
.
)

$
4
 
m
i
l
l
i
o
n

l
i
m
i
t
 
f
o
r

s
p
e
c
i
a
l
 
f
u
n
d
s
.

$
4
 
m
i
l
l
i
o
n

l
i
m
i
t
 
f
o
r

s
p
e
c
i
a
l
 
f
e
e
d
s

S
t
a
t
e
 
L
e
v
e
l

M
A
T
I
M
I
A
L

A
im

Q
u
i
p
 
E
X
A
L
T
S

ro
om

&

f
e
r
m
i
s
 
g
r
a
m
s
 
t
o
 
s
t
a
t
e
 
h
e
a
l
t
h

d
e
p
a
r
t
m
e
n
t
s
 
t
o
 
h
e
l
p
 
e
s
t
e
r
,
*
 
a
w
l
 
i
m
-

p
r
o
v
e
 
e
s
t
e
:
e
e
l
 
m
o
d
 
c
h
i
l
d
 
h
e
a
l
t
h

s
e
r
v
i
c
e
s
.

P
r
o
v
i
d
e
s
 
c
e
s
e
-
f
i
n
d
i
n
g

e
i
t
h
e
r
 
b
y
 
c
o
n
t
r
a
c
t
i
n
g
 
W
t
 
o
r
 
w
i
t

s
e
e
 
p
e
r
s
e
m
e
a
l
.

D
e
n
t
a
l
 
c
a
r
e
.
 
c
l
i
n
i
c

s
e
r
v
i
c
e
s
.
 
h
e
a
l
t
h
 
e
d
u
c
a
t
i
o
n
,
 
l
e
e
n
-

1
:
e
a
s
e
s
,
 
w
e
l
l
-
W
U
 
t
a
r
e
,
 
p
r
e
-

m
a
t
u
r
e
 
i
m
f
a
a
t
 
c
a
r
e
 
p
r
o
v
i
d
e
d
.

R
e
E
l
m
b
u
r
e
s
o
o
n
t
 
f
o
r
 
s
e
r
v
i
c
e
s
 
f
r
o
m

p
h
y
s
i
c
i
a
n
s
 
a
n
d
 
h
o
s
p
i
t
a
l
s
.
 
a
n
d

p
o
s
s
i
b
l
y
 
p
a
y
 
h
o
s
p
i
t
a
l
 
s
a
l
a
r
i
e
s
 
f
o
r

a
p
p
r
o
p
r
i
a
t
e
 
p
e
r
s
o
n
n
e
l
 
i
f
 
s
e
v
e
r
e

s
h
o
r
t
a
g
e
.

A
g
e
:
 
1
1
-
2
1

A
d
d
i
t
i
o
n
*
*

c
r
i
t
e
r
i
a
 
v
a
r
i
e
s

b
y
 
s
t
a
t
e
.

F
e
d
e
r
a
l
 
'
R
o
n
e
y
 
i
s

$
4
9
.
2
3
7
.
5
0
0
.

d
i
v
i
d
e
d
 
i
n
t
o
 
t
w
o

f
u
n
d
 
A
:
 
$
2
9
.
6
2
5
.
0
0
0
.

eq
ua

l
p
a
r
t
s
.

f
u
n
d

T
.
n
d
 
I
t
 
1
1
9
.
6
1
2
.
5
0
0
.

A
 
a
n
d
 
F
u
n
d
 
B
.

T
o
t
a
l
:

$
4
9
,
2
3
7
,
5
0
0
.

P
o
n
d
 
A
:
 
E
a
c
h
 
s
t
a
t
e

re
-

A
pp

or
ao

m
m

t
c
a
l
v
e
s
 
a
 
m
i
n
i
m
u
n
 
o
f

$
7
0
.
0
0
0
 
p
l
u
s
 
a
d
d
i
t
i
v
e
s
'

f
u
n
d
s
 
i
n
 
p
r
o
p
o
r
t
i
o
n
 
t
o

t
h
e
 
n
u
m
b
e
r
 
o
f
 
C
h
i
l
d
r
e
n

u
n
d
e
r
 
2
1
.

30
1
w
a
t
c
h
i
n
g

r
e
q
u
i
r
e
d
.

F
u
n
d
 
6
:

A
m
i
n
'
s
=
 
o
f

$
7
0
,
0
0
0
 
f
o
r
 
e
a
c
h
 
s
t
a
t
e

p
l
u
s
 
a
d
d
i
t
i
o
n
a
l
 
f
u
n
d
s

w
h
i
c
h
 
v
a
r
y
 
e
l
.
 
o
f
 
l
i
v
e

b
i
r
t
h
s
 
e
n
d
 
p
e
r
 
c
a
p
i
t
a

i
n
c
o
m
e
 
o
f

st
at

e.
(
P
e
r
t
 
o
f
 
t
h
i
s
 
f
u
n
d

i
s
 
r
e
s
e
r
v
e
d
 
f
o
r

m
e
n
t
a
l
 
r
e
t
a
r
d
a
t
i
o
n

t
o
g
e
t
h
e
r
 
c
o
 
o
t
h
e
r

s
p
e
c
i
a
l
 
p
r
o
j
e
c
t
s

$
5
0
.
5
7
4
,
3
0
0
.

T
e
e
d
 
A
:
 
$
3
0
,
3
6
4
,
0
0
0
.

F
u
n
d
 
1
:
 
$
2
0
,
1
8
5
.
9
3
0
.

T
o
t
a
l
:

$
5
0
.
5
7
4
,
5
0
0
.

T
e
n
t
a
t
i
v
e

A
d
e
o
r
t
i
o
m
e
e
n
t

S
t
a
t
e
 
h
e
a
l
t
h

d
e
p
a
r
t
m
e
n
t
s



-
.
.
-
 
-
g
r
a
n
 
N
a
m
e
 
a
n
d
 
A
g
e
n
c
y

C
H
I
L
D
 
D
E
V
E
L
M
W
E
R
T

C
L
I
N
I
C
S

W
K

S,
 1

19
11

A

P
r
o
g
r
a
m
 
D
e
s
c
r
i
p
t
i
o
n

B
e
n
e
f
i
c
i
a
r
y

E
l
i
g
i
b
i
l
i
t
y

P
r
o
j
e
c
t
 
g
r
a
n
t
.
 
f
o
r
 
1
5
0
 
'
m
e
n
t
a
l

N
o
 
e
l
i
g
i
b
i
l
i
t
y

r
e
t
a
r
d
a
t
i
o
n
 
c
l
i
n
i
c
s
 
f
o
r

r
e
q
u
i
r
e
m
e
n
t
 
f
o
r

s
c
r
e
e
n
i
n
g
,
 
d
i
a
g
n
o
s
i
s
,
 
t
r
e
a
t
m
e
n
t
,

i
n
i
t
i
a
l
 
d
i
a
g
n
o
s
i
s
.

p
a
r
e
n
t
 
c
o
u
n
s
e
l
i
n
t
.
 
e
t
c
.
 
f
o
r

I
n
c
o
m
e
 
r
e
q
u
i
r
e
m
e
n
t

c
h
i
l
d
r
e
n
 
w
i
t
h
 
m
e
n
t
a
l
 
r
e
t
a
r
d
a
t
i
o
n
,

f
o
r
 
t
r
e
a
t
m
e
n
t
 
o
n
l
y
.

R
e
q
u
i
r
e
m
e
n
t
s
 
f
o
r

g
e
o
g
r
a
p
h
i
c
 
r
e
s
i
-

d
e
n
c
e
 
a
n
d
 
a
g
e

(
a
l
t
h
o
u
g
h
 
g
e
n
-

e
r
a
l
l
y
 
0
-
2
1
)
 
v
a
r
y

b
y
 
s
t
a
t
e
.

$
 
A
m
o
u
n
t
 
F
e
d
e
r
a
l
 
F
u
n
d
s
 
A
l
l
o
c
a
t
e
d

t
o
 
S

o
r
 
P
r
o
t
e
c
t
s

C
o
n
t
a
c
t
 
L
e
v
e
l
 
f
o
r

C
o
o
r
d
i
n
a
t
i
o
n

M
a
t
c
h
i
n
g
 
R
e
q
u
i
r
e
m
e
n
t
s

F
Y
 
1
9
7
2

F
Y
 
1
9
7
3

N
o
 
m
a
t
c
h
i
n
g

$
4
.
7
5
0
,
0
0
0
.

$
4
,
7
5
0
.
0
0
0
.

S
t
a
t
e
 
h
e
a
l
t
h

r
e
q
u
i
r
e
m
e
n
t
.

A
p
p
o
r
t
i
o
n
m
e
n
t

T
e
n
t
a
t
i
v
e

A
p
p
o
r
t
i
o
n
m
e
n
t

d
e
p
a
r
t
m
e
n
t
 
f
o
r

l
o
c
a
t
i
o
n
 
o
f

n
e
a
r
e
s
t
 
p
r
o
-

j
e
c
t
.

C
R
I
P
P
L
E
D
 
C
H
I
L
D
R
E
N
'
S

A
G
E
N
C
I
E
S

1
0
1
0
1
0
1
A
C
M
A
N
T
S

M
R
S
,
 
H
S
H
I
R
A

F
o
r
m
u
l
a
 
r
a
n
t
s
 
u
s
u
a
l
l
y
 
t
o
 
s
t
a
t
e

h
e
a
l
t
h
 
d
o
p
t
s
.

A
l
l
 
s
t
a
t
e
s
 
h
a
v
e

f
i
e
l
d
 
c
l
i
n
i
c
s
 
w
h
i
c
h
 
e
m
p
l
o
y

p
h
y
s
i
c
i
a
n
s
 
a
n
d
 
o
t
h
e
r
 
m
e
d
i
c
a
l
 
p
e
r
-

s
o
n
n
e
l
.

N
o
 
d
i
r
e
c
t
 
f
u
n
d
i
n
g
 
t
o

h
o
s
p
i
t
a
l
s
,
 
b
u
t
 
w
i
l
l
 
r
e
i
m
b
u
r
s
e

s
p
e
c
i
f
i
c
 
c
h
i
l
d
r
e
n
 
i
n
 
a
p
p
r
o
v
e
d

h
o
s
p
i
t
a
l
s
,
 
f
o
r
 
p
h
y
s
i
c
i
a
n

o
f
f
i
c
e
 
v
i
s
i
t
s
 
a
n
d
 
i
n
 
s
o
m
e
 
c
a
s
e
s

f
o
r
 
p
h
y
s
i
c
a
l
 
t
h
e
r
a
p
i
s
t
s
.

M
o
s
t

o
f
 
m
o
n
e
y
 
s
p
e
n
t
 
o
n
 
m
e
d
i
c
a
l
 
a
n
d

h
o
s
p
i
t
a
l
 
a
n
d
 
c
o
n
v
a
l
e
s
c
e
n
t
 
c
a
r
e
.

S
c
o
p
e
 
o
f
 
c
o
v
e
r
a
g
e
 
v
a
r
i
e
s
 
b
y

s
t
a
t
e
.

A
g
e
:
 
0
-
2
1

C
on

di
tio

n:

C
r
i
p
p
l
i
n
g
 
o
r

p
o
t
e
n
t
i
a
l
l
y

c
r
i
p
p
l
i
n
g
.

(
E
x
c
e
p
t
 
f
o
r

d
i
a
g
n
o
s
t
i
c

s
e
r
v
i
c
e
s
)

P
r
o
v
i
d
e
s
 
d
i
-

a
g
n
o
s
t
i
c

s
e
r
v
i
c
e
s
 
f
o
r

a
l
l
 
w
i
t
h
i
n

a
g
e
 
l
i
m
i
t
.

b
u
t
 
t
r
e
a
t
m
e
n
t

i
s
 
r
e
l
a
t
e
d
 
t
o
-

i
n
c
o
m
e
.

A
l
l
 
f
e
d
e
r
a
l
 
m
o
n
e
y
 
g
i
v
e
n

t
o
 
s
t
a
t
e
s
 
d
i
v
i
d
e
d
 
i
n
t
o

t
w
o
 
e
q
u
a
l
 
p
a
r
t
s
:
 
h
o
d

a
n
d
 
F
u
n
d
 
b
.

F
u
n
d
 
A
:

E
a
c
h
 
s
t
a
t
e
 
r
e
-

c
e
i
v
e
s
 
a
 
m
i
n
i
m
u
m
 
o
f

$
7
0
,
0
0
0
 
p
l
u
s
 
a
d
d
i
t
i
o
n
a
l

f
u
n
d
s
 
i
n
 
p
r
o
p
o
r
t
i
o
n
 
t
o

t
h
e
 
n
u
m
b
e
r
 
u
n
d
e
r
 
2
1
 
i
n

t
h
a
t
 
s
t
a
t
e
.

5
0
1
 
m
a
t
c
h
-

i
n
g
 
f
u
n
d
s
 
a
r
e
 
r
e
q
u
i
r
e
d
.

F
u
n
d
 
A
:

F
u
n
d
s
 
v
a
r
y
 
b
y

s
t
a
t
e
 
a
c
c
o
r
d
i
n
g
 
t
o
 
p
e
r

c
a
p
i
t
a
 
i
n
c
o
m
e
 
a
n
d
 
n
u
m
b
e
r

o
f
 
C
h
i
l
d
r
e
n
 
i
n
 
u
r
b
a
n
 
a
n
d

r
u
r
a
l
 
a
r
e
a
s
.

N
o
 
n
o
t
c
h
-

i
n
g
 
r
e
q
u
i
r
e
d
.

(
P
a
r
t
 
o
f

t
h
i
s
 
f
u
n
d
 
I
s
 
r
e
s
e
r
v
e
d

f
o
r
 
m
e
n
t
a
l
 
r
e
t
a
r
d
a
t
i
o
n

a
n
d
 
o
t
h
e
r
 
s
p
e
c
i
a
l

p
r
o
j
e
c
t
s
.
)

l
a
 
a
d
d
i
t
i
o
n
,
 
f
e
d
e
r
a
l

r
e
g
u
l
a
t
i
o
n
s
 
r
e
q
u
i
r
e
 
t
h
e

s
t
a
t
e
 
t
o
 
c
o
n
t
i
n
u
e
 
t
o

s
p
e
n
d
 
a
t
 
t
h
e
 
l
e
v
e
l
 
o
f

F
Y
 
1
1
6
8
.

S
o
 
i
n
 
t
e
r
m
s

o
f
 
a
c
t
u
a
l
 
m
o
n
e
y
 
s
p
e
n
t

i
n
 
t
h
e
 
p
r
o
g
r
a
m
.
 
4
0
1

f
e
d
e
r
a
l
 
a
n
d
 
6
0
1
 
s
t
a
t
e
.

F
u
n
d
 
A
a

$
3
1
,
1
3
6
,
0
0
0
.

F
u
n
d
 
A
:

5
3
2
,
4
5
0
.
0
0
0
.

F
u
n
d
 
g
i

$
1
9
.
6
0
2
.
0
0
0
.

F
u
n
d
 
B
:

$
2
0
,
5
8
7
,
5
0
0
.

T
o
t
a
l
:

$
5
0
,
7
3
8
,
0
0
0
.

T
o
t
a
l
:

5
5
3
.
0
3
7
,
5
0
0

A
p
p
o
r
t
i
o
n
m
e
n
t

T
e
n
t
a
t
i
v
e

A
p
p
o
r
t
i
o
n
m
e
n
t

S
t
a
t
e
=
 
l
e
v
e
l
,

b
u
t
 
i
n
 
s
o
m
e

a
r
e
a
s
 
m
i
g
h
t

b
e
 
r
e
f
e
r
r
e
d

(
b
y
 
s
t
a
t
e

l
e
v
e
l
 
p
r
o
-

g
r
a
m
 
p
e
r
s
o
n
-

n
e
l
)



.
r
v
c
r
i
o
 
F
a
y
e
 
e
n
d
 
A
g
e
n
c
y

C
R
I
P
P
L
E
D
 
C
H
I
L
D
R
E
N

R
e
i
m
b
u
r
s
e
m
e
n
t

f
o
r
 
S
e
r
v
i
c
e
s

P
r
o
g
r
a
m
 
D
e
s
c
r
i
p
r
i
f
t

N
o
l
a
h
u
r
s
o
n
e
e
t
 
f
o
r
 
s
e
r
v
i
c
e
s
 
a
n
d

c
o
r
e
 
f
o
r
m
o
s
t
a
l
l
l
y
 
r
e
t
a
r
d
e
d
 
a
n
d

p
h
y
s
i
c
a
l
l
y
 
h
a
m
d
i
c
a
p
p
t
e
d
 
c
h
i
l
d
r
e
n
.

C
r
i
p
p
l
e
d
 
C
h
i
l
d
r
e
n
'
 
A
g
e
n
c
i
e
s
 
d
o

n
 
o
t
 
o
p
e
r
a
t
e
 
s
e
p
a
r
a
t
e
 
c
l
i
n
i
c
s
 
(
a
s

1
N
D
E
S
 
d
o
e
s
)
.
 
A
l
s
o
 
m
o
t
o
r
 
p
h
y
s
i
c
a
l

C
a
r
,
 
o
f
 
e
b
i
l
d
r
e
m
 
i
n
 
i
n
s
t
i
t
u
t
i
o
n
s
.

B
e
n
e
f
i
c
i
a
r
y

E
lig

ib
ili

ty
A
g
e
:
 
0
-
2
1

C
o
n
d
i
t
i
o
n
:

C
r
i
p
p
l
e
d
 
a
n
d

m
e
n
t
a
l
l
y
 
r
e
-

t
a
r
d
e
d
.

N
a
t
a
l
=
 
N
e
v
i
r
e
m
e
n
c
s

N
o
 
m
a
t
c
h
/
e
t

r
e
q
u
i
r
e
d
.

S
 
A
m
o
u
n
t
 
F
e
d
e
r
a
l
 
F
u
n
d
s
 
A
l
l
o
c
a
t
e
d

C
o
n
t
a
c
t
 
L
e
v
e
l
 
f
o
r

t
o
 
S
t
a
t
e
s
 
o
r
 
P
r
o
j
e
c
t
s

C
o
o
r
d
i
n
a
t
i
o
n

F
Y
 
1
9
7
2

P
T
 
1
9
7
3

$
5
,
0
0
0
.
0
0
0
.

A
p
p
o
r
t
i
o
n
m
e
n
t

$
5
,
0
0
0
,
0
0
0
.

T
e
n
t
a
t
i
v
e

A
p
p
o
r
t
i
z
e
m
m
e
n
t

S
a
m
e
 
s

a
b
o
v
e
.

°g
um

" 
A

m
1
1
"
7
1
1
 
1
1
4
4
1
1
C
1
5
 
P
r
o
j
e
c
t
 
f
,
C
O
O
t
e
 
t
o
 
p
r
o
v
i
d
e
 
C
0
0

p
r
e
b
e
e
e
l
m
e
,
 
c
o
m
p
l
e
t
e
 
a
n
d
 
c
o
n
-

t
i
m
m
o
u
s
 
h
e
a
l
t
h
 
c
a
r
e
 
s
e
r
v
i
c
e
s

t
o
 
c
h
i
l
d
r
e
n
 
i
n
 
l
o
r
i
s
c
x
m
n
e

a
r
e
a
s
.

P
r
o
v
i
d
e
s
 
a
c
c
e
s
s
 
t
o

m
e
d
i
c
a
l
,
 
d
i
s
t
a
l
,
 
p
h
y
s
i
c
a
l
 
s
o
d

=
N
o
t
i
o
n
a
l
 
h
e
a
l
t
h
 
s
e
r
v
i
c
e
s
.
 
5
9

p
r
o
j
e
c
t
s
 
s
e
r
v
o
 
4
5
6
,
0
0
0
 
c
h
i
l
d
r
e
n
.

N
O

E
S,

 I
N

D
E

B

In
=

11
10

11
0H

IM
M

IS
IM

M
O

M
M

O
N

III
E

N
O

O
M

O
IM

IN
N

IM
IM

Ile
n1

=
11

06
.

M
A
T
U
R
I
T
Y
 
A
N
D

I
N
F
A
N
T
 
C
A
R
E

P
R
O
J
E
C
T
S

1
4
Q
(
S
,

H
SM

B
A

A
g
e
:
 
0
-
2
1

R
es

id
en

ce
:

S
p
e
c
i
f
i
c

g
e
o
g
r
a
p
h
i
c

a
r
r
.

F
a
m
i
l
y
 
i
n
c
o
m
e
.

P
r
o
j
e
c
t
 
g
r
a
n
t
 
f
o
r
 
d
i
r
e
c
t

s
e
r
v
i
c
e
.

F
e
d
e
r
a
l
 
g
r
a
n
t
e
e
s

a
r
e
 
m
e
d
i
c
a
l
 
s
c
h
o
o
l
s
,
 
t
e
a
c
h
 
-

l
o
g
 
h
o
s
p
i
t
a
l
s
 
m
o
d
 
h
e
a
l
t
h

d
e
p
a
r
t
m
e
n
t
s
,
 
w
h
i
c
h
 
c
o
o
r
d
i
n
-

a
t
e
 
t
o
 
p
r
o
v
i
d
e
 
c
o
m
p
r
e
h
e
n
s
i
v
e

h
e
a
l
t
h
 
c
a
r
e
.

$
4
7
.
4
0
0
.
0
0
0
.

P
r
o
j
e
c
t
 
g
r
a
n
t
s

(
e
s
t
i
m
a
t
e
)

S
5
2
.
0
4
2
,
0
0
0
.

P
r
o
j
e
c
t
 
g
r
a
n
t
s

(
e
 
G
r
i
m
a
c
e
)

C
o
n
t
a
c
t
 
p
r
o
j
e
c
t

,

d
i
r
e
c
t
l
y
 
i
f

a
c
c
e
s
s
i
b
l
e
.

P
r
o
j
e
c
t
s
 
p
r
o
v
i
d
e
 
h
e
a
l
t
h
 
c
a
r
e
 
i
n

a
r
e
a
s
:

m
a
t
e
r
n
i
t
y
 
c
o
r
e
,
 
i
n
f
a
n
t
 
c
a
r
e

a
n
d
 
t
e
e
n
y
 
p
l
a
n
n
i
n
g
.

G
o
a
l
s
 
a
r
e
 
r
e
-

d
u
c
t
i
v
e
 
o
f
 
m
e
n
t
a
l
 
r
e
t
a
r
d
a
t
i
o
n
 
s
a
d

o
r
 
c
o
m
d
i
t
i
o
n
s
 
c
a
u
s
e
d
 
b
y
 
c
o
m
p
l
i
-

c
a
t
i
o
n
,
 
i
n
 
c
h
i
l
d
 
-
 
b
e
a
r
i
n
g
;
 
r
e
d
u
c
t
i
o
n

o
f
 
i
n
d
e
n
t
 
e
n
d
 
m
a
t
e
r
n
a
l
 
m
o
r
t
a
l
i
t
y
.

A
l
s
o
 
n
u
t
r
i
t
i
o
n
 
a
n
d
 
h
o
m
e
m
a
k
e
r
 
e
a
r

v
i
c
e
s
.

$
6
 
p
r
o
j
e
c
t
s
 
m
i
m
i
n
g
 
3
0
,
0
0
0

=
m
o
t
t
o
=
 
m
o
t
h
e
r
*
.
 
4
1
,
0
0
0
 
i
n
f
a
n
t
s
,

e
n
d
 
p
r
o
v
i
d
i
n
g
 
f
a
m
i
l
y
 
P
i
n
g

s
e
r
v
i
c
e
s
 
t
o
 
9
5
,
0
0
0
 
w
o
m
e
n
.

E
i
t
h
e
r
:
 
f
e
m
a
l
e

o
f
 
a
n
y
 
a
g
e
 
o
r

i
n
f
a
n
t
 
(
u
n
d
e
r

1
 
-
y
e
a
r
)
 
o
f

e
i
t
h
e
r
 
s
e
e
-

R
e
s
i
d
e
n
c
e
:

s
p
e
c
i
f
i
e
d
 
g
e
o
-

g
r
a
p
h
i
c
 
a
r
e
a

(
u
s
u
a
l
l
y
 
l
o
w
-

i
n
c
o
m
m
 
a
n
d

w
i
t
h
o
u
t
 
a
c
c
e
s
s

t
o
 
p
r
e
n
a
t
a
l
,

i
n
f
a
n
t
 
o
r

f
a
m
i
l
y
 
p
l
a
n
-

e
d

P
r
o
j
e
c
t
 
g
r
a
n
t
s
 
f
o
r
 
d
i
r
e
c
t

s
e
r
v
i
c
e
.

F
e
d
e
r
a
l
 
f
u
n
d
s
 
O
U
S
E

n
o
t
 
e
x
c
e
e
d
 
7
$
2
.

G
r
a
n
t
e
e
s

a
r
e
 
S
t
a
t
e
 
H
e
e
a
l
t
h
 
A
g
e
n
c
i
e
s
.

o
r
 
w
i
t
h
 
t
h
e
i
r
 
c
o
n
s
e
n
t
 
t
o

h
e
a
l
t
h
 
a
g
e
n
c
i
e
s
 
o
f
 
a
n
y

p
o
l
i
t
i
c
a
l
 
s
u
b
d
i
v
i
s
i
o
f
t
 
o
f

t
h
e
 
s
t
a
t
e
 
o
r
 
a
n
y
 
o
t
h
e
r

p
u
b
l
i
c
 
o
r
 
n
o
n
p
r
o
f
i
t
 
a
g
e
n
c
y
.

i
n
s
t
i
t
u
t
i
o
n
 
o
r
 
o
r
g
a
n
i
z
a
t
i
o
n
.

ne
ua

ct
rs

F
O
R

D
I
N
S
A
L

ag
ar

s
O
f
 
=
L
O
S
=

M
O
B
S
,
 
B
M
W
.

P
r
o
j
e
c
t
s
 
p
r
o
v
i
d
e
 
c
o
n
t
i
n
u
o
u
s
 
a
n
d

c
o
m
p
r
e
h
e
n
s
i
v
o
 
d
e
n
t
a
l
 
c
a
r
s
 
i
n
c
l
u
d
i
n
g

t
r
e
e
t
m
e
s
t
 
d
i
a
g
n
o
s
i
s
,
 
p
r
e
p
h
y
l
a
m
m

a
d
o
c
a
t
i
o
n
,
 
u
t
i
l
i
s
i
n
g
 
r
e
c
a
l
l
 
c
r
a
m
s

a
n
d
 
p
e
r
i
o
d
i
c
 
v
o
n
l
o
s
t
i
o
n
 
o
f
 
c
a
r
e
.

1
$
 
p
r
o
j
e
c
t
s
 
m
o
v
i
n
g
 
p
r
i
m
a
r
i
l
y
 
l
o
v
-

l
o
o
m
s
 
c
h
i
l
d
r
e
n
 
f
r
o
m
 
3
-
1
0
 
y
e
a
r
s
.

A
g
e
:
 
0
-
2
1
.

(
f
o
c
u
s
 
=
1
.
-

1
0
 
y
e
a
r
s
)
.

I
n
c
o
m
e
:
 
s
o
m
a
s

t
e
s
t
 
f
o
r
 
t
r
e
a
t
-

m
e
n
t
 
o
n
l
y
.

(
d
i
a
g
n
o
s
i
s
,

p
r
o
p
h
y
l
a
x
e
s
 
a
n
d

e
d
u
c
a
t
i
o
n
 
o
u
t

r
e
s
t
r
i
c
t
e
d
.
)

$
4
2
,
6
7
5
,
0
0
0
.

P
r
o
j
e
c
t
 
g
r
a
n
t
s

(
e
s
t
i
m
a
t
e
)

$
4
6
.
3
3
2
,
0
0
0
.

P
r
o
j
e
c
t
 
g
r
a
n
t
s

(
e
s
t
i
m
a
t
e
)

C
o
n
t
a
c
t
 
p
r
o
j
e
c
t

d
i
r
e
c
t
l
y
 
i
f

a
c
c
e
s
s
i
b
l
e
.

P
r
o
j
e
c
t
 
g
r
a
n
t
s
 
f
o
r
 
d
i
r
e
c
t

c
a
r
e
.

F
e
d
e
r
a
l
 
f
u
n
d
s
 
m
a
y

n
o
t
 
e
x
c
e
e
d

7n
. G

ra
nt

ee
s

a
r
e
 
h
e
a
l
t
h
 
d
e
p
a
r
t
m
e
n
t
s
,

h
o
s
p
i
t
a
l
s
 
a
n
d
 
v
o
l
u
n
t
a
r
y

a
g
e
n
c
i
e
s
.

$
1
,
1
8
0
,
0
0
0

P
r
o
j
e
c
t
 
g
r
a
n
t
s

(
n
a
t
h
m
e
t
e
)

$
1
,
2
5
6
,
0
0
0
.

P
r
o
j
e
c
t
 
g
r
a
n
t
s

s
t
i
n
s
t
e
.
)

C
o
n
t
a
c
t
 
p
r
o
j
e
c
t

d
i
r
e
c
t
l
y
 
i
f

A
c
c
e
s
s
i
b
l
e
.



P
r
-
g
r
a
m
 
N
a
m
e
 
a
n
d
 
A
g
e
n
c
y

0
.
C
s
'
f
.
l
r
7
"
!

C
E
N
T
E
R
S
 
(
3
1
4
.
)

e
i
S
M
H
A

P
r
o
g
r
a
m
 
D
e
s
c
r
i
p
t
i
o
n

C
o
m
m
u
n
i
t
y
 
h
e
a
l
t
h
 
c
e

d
e
l
i
v
e
r

f
a
m
i
l
y
 
o
r
i
e
n
t
e
d
 
c
o
m
p
r
e
h
e
n
s
i
v
e

c
a
r
e
 
i
n
 
a
r
e
a
s
 
o
f
 
h
e
a
l
t
h
 
s
c
a
r
c
i
t
y
.

S
c
o
p
e
 
o
f
 
c
a
r
e
 
v
a
r
i
e
s
 
b
y
 
c
e
n
t
e
r
.

F
i
f
t
y
-
f
i
v
e
 
p
r
o
j
e
c
t
s
 
i
n
c
l
u
d
i
n
g

1
6
 
r
e
c
e
n
t
 
t
r
a
n
s
f
e
r
s
 
f
r
o
m
 
0
E
0
.

B
e
n
e
f
i
c
i
a
r
y

E
l
i
g
i
b
i
l
i
t
y

R
e
s
i
d
e
n
c
e
:

s
p
e
c
i
f
i
c
 
g
e
o
g
r
a
-

p
h
i
c
 
a
r
e
a
.

I
n
c
o
m
e
:

c
r
i
t
e
r
i
a

n
e
c
e
.
a
a
r
y
 
f
o
r
 
0
E
0

t
r
a
n
s
f
e
r
 
c
e
n
t
e
r
s

o
n
l
y
.

m
i
n
i
m
u
m

l
e
v
e
l
 
r
i
s
e
s
 
w
i
t
h

f
a
m
i
l
y
 
s
i
t
e
.

H
a
t
c
h
i
n
g
 
R
e
q
u
i
r
e
m
e
n
t
s

P
r
o
j
e
c
t
 
g
r
a
n
t
s
 
f
o
r
 
d
i
r
e
c
t

s
e
r
v
i
c
e
.

J
o
i
n
t
 
f
u
n
d
i
n
g

m
a
y
 
o
c
c
u
r
.

T
h
i
r
d
-
p
a
r
t
y

p
a
r
t
i
c
i
p
a
t
i
o
n
 
o
c
c
u
r
s
 
f
r
e

q
u
e
n
c
l
y
.
 
a
n
d
 
s
l
i
d
i
n
g
 
s
c
a
l
e

c
o
n
s
u
m
e
r
 
p
a
y
m
e
n
t
s
 
p
a
y
m
e
n
t
s

a
r
e
 
u
s
e
d
 
i
n
 
s
o
m
e
 
C
e
n
t
e
r
s
.

$
 
A
m
o
u
n
t
 
F
e
d
e
r
a
l
 
F
u
n
d
s
 
A
l
l
o
c
a
t
e
d

C
o
n
t
a
c
t
 
L
e
v
e
l
 
f
o
r

t
o
 
S
t
a
t
e
s
 
o
r
 
P
r
o
j
e
c
t
s

C
o
o
r
d
i
n
a
t
i
o
n

F
Y
 
1
9
7
2

F
Y
 
1
9
7
3

$
8
0
,
0
0
0
,
0
0
0
.

A
p
p
r
o
x
i
m
a
t
e

f
u
n
d
s
 
s
u
p
p
o
r
t
-

i
n
g
 
c
e
n
t
e
r
s
.

$
1
0
0
,
2
0
0
,
0
0
0
.
 
C
o
n
t
a
c
t
 
C
o
m
m
u
n
i
t
Y

R
e
q
u
e
s
t
e
d

H
e
a
l
t
h
 
C
e
n
t
e
r
 
d
i
r
e
c
t
l
y

i
f
 
a
c
c
e
s
s
i
b
l
e
.

I
N
D
I
A
N
 
M
A
L
I
N
 
:
"
E
R
V
1
0
E

H
S
M
C
A

I
n
d
i
a
n
 
H
e
a
l
t
h
 
S
e
r
v
i
c
e
 
o
p
e
r
a
t
e
s

h
o
s
p
i
t
a
l
s
 
a
n
d
 
o
t
h
e
r
 
h
e
a
l
t
h
 
f
a
c
i
l
-

i
t
i
e
s
 
f
o
r
 
I
n
d
i
a
n
s
 
l
i
v
i
n
g
 
o
n

r
e
s
e
r
v
a
t
i
o
n
s
,
 
i
n
 
o
r
d
e
r
 
t
o
 
i
m
p
r
o
v
e

t
h
e
 
q
u
a
l
i
t
y
 
a
n
d
 
a
v
a
i
l
a
b
i
l
i
t
y
 
o
f

m
a
t
e
r
n
a
l
 
a
n
d
 
c
h
i
l
d
 
h
e
a
l
t
h
 
s
e
r
v
i
c
e

s
o
 
t
h
a
t
 
I
n
d
i
a
n
 
a
n
d
 
A
l
a
s
k
a
n
 
n
a
t
i
v
e

p
a
r
e
n
t
s
 
a
n
d
 
c
h
i
l
d
r
e
n
 
m
a
y
 
a
t
t
a
i
n

a
n
d
 
m
a
i
n
t
a
i
n
 
o
p
t
i
m
u
m
 
p
h
y
s
i
c
a
l
.

m
e
n
t
a
l
 
a
n
d
 
e
m
o
t
i
o
n
a
l
 
h
e
a
l
t
h
.

:
n
c
l
u
d
e
s
 
a
c
c
e
s
s
 
t
o
 
p
r
e
n
a
t
a
l
,

m
a
t
e
r
n
i
t
y
 
a
n
d
 
f
a
m
i
l
y
 
p
l
a
n
n
i
n
g

s
e
r
v
i
c
e
s
.

S
e
r
v
e
s
 
2
6
0
,
0
0
0
 
c
h
i
l
d
-

r
e
n
.

H
o
s
p
i
t
a
l
.
 
a
n
d
 
s
a
t
e
l
l
i
t
e

c
l
i
n
i
c
s
 
i
n
c
l
u
d
i
n
g
 
w
e
l
l
-
b
a
b
y
,
 
p
r
e
-

a
n
d
 
p
o
s
t
-
n
a
t
a
l
,
 
a
n
d
 
s
p
e
c
i
a
l
 
p
r
o
-

g
r
a
m
 
i
n
 
o
t
i
t
i
s
 
m
e
d
i
a
.

R
e
s
i
d
e
n
c
e
:

I
n
d
i
a
n
 
R
e
s
e
r
v
a
-

t
i
o
n
.

m
u
s
t
 
b
e

p
a
r
t
 
I
n
d
i
a
n
.

E
x
c
e
p
t
i
o
n
:
 
s
o
m
e

f
a
c
i
l
i
t
i
e
s
 
o
p
e
n

0
,
 
t
h
e
 
p
u
b
l
i
c
,

p
a
r
t
i
c
u
l
a
r
l
y
 
f
o
r

p
r
e
v
e
n
t
i
v
e
 
h
e
a
l
t
h

c
a
r
e
 
a
n
d
 
u
s
u
a
l
l
y

i
n
 
a
r
e
a
s
 
w
i
t
h
 
n
o

o
t
h
e
r
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APPENDIX F

MEASUREMENT PROBLEMS IN HEALTH SCREENING AND TREATMENT PROCESS

Chapters VII and VIII gave health incidence data and the costs of screen-

ing, diagnosis, and treatment of detected health problems. However, analysis

shows that there is greater variability among projects on many of the mea-

sures than one can reasonably attribute to variation in health status among

children. In other words, one can assume that some projects screened and

diagnosed children as well who would have been found sick by other projects,

and some projects provided treatment for children whom other projects would

not have treated.

In addition to the expected variance in the children tested, some of

this variance can be attributed to the environment in which the tests were

given, to different types of tests used to find a particular health problem,

to different interpretation of the same test results, and to different de-

cisions as to whether the results call for treatment. Whatever the reasons,

this variation among projects must be taken into account when interpreting

the results presented in Chapters VI and VIII.

The purpose of this Appendix is to address certain value and cost factors

related to a health detection and treatment program. Even though the Health

Start evaluation was not to include an assessment of the quality of the care

given in the program, the variability across projects in costs and detection

and treatment rates points to a need for further study to determine how to

design a low-cost/high-yield screening program. This chapter presents a

theoretical model based on Health Start data to illustrate the type of investi-

gation needed to gain maximum benefits from a screening program.
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Start projects were outside these limits in referring children with possible

vision problems. Eleven of these projects referred less than 3.6 percent

of the children, and this suggests that v-any children suffered from vision

problems that were not detected ("false negatives"). On the other hand,

three projects referred more than 14.7 percent, and this could indicate

that many children with normal vision in these projects were referred for

further diagnosis ("false positives").1

Dental exams represent a basic health screen with a great deal of

variability among projects, yet much of the variability may be due to true

differences in children. Chapter VI showed that only 26 percent of the

children required dental treatment in areas with fluoridated water as

compared to 75 percent in non-fluoridated areas. However, this alone

cannot account for all the variance found among projects as shown in

Figure F-1.

As the graph illustrates, in six of the eight tests, the variability

among Health Start projects is more than one would expect to find if the

only factor involved was the true variability in health status among

children. In the next section, there is a theoretical discussion of the

possible sources of error variance that might be responsible for the large

variability found among Health Start projects; To illustrate the'points

made in the theoretical discussion, examples are presentedof real sources

of error variance already identified in the Health Start data.

1. The studies varied in the types of teats used, the conditions under
which the tests were given and the individuals administering the tests. Any

one of these factors could influence the test results and the referral rates.
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B. General Measurement Problem: The Theoretical Framework

The purpose of screening is to identify children with health problems

and to send those who are in need for diagnoeis and treatment. However,

screenings are never perfectly correlated with real health problems.
1

In attempting to predict real health status from the results of the

screening tests, it is necessary to know that, as in Figure F-2, a per-

fect screening test would be one in which all points fell along line

marked "perfect correlation and having no dispersion." Figure F-2

reveals that the trend line, which is the line of best fit when trying to

predict real health status from the screening tests, may be different from

the perfect correlation line. Because of the possibility of systematic

bias and measurement errors:

a. some normal (well) children will be found abnormal (sick) as
a result of a screen (false positive(+1), and

b. some abnormal (sick) children will be determined to be normal
(well) as a result of a screen (false negative(-1).

Well children found to be abnormal, as a result of a screen, cost

money for unnecessary diagnosis and treatment plus unnecessary trauma for

both the child and the parent. Sick children found to be well through the

1. The variance that results in the lack of perfect correlation is
due in part to unreliability of measurements (random variation) and in part
to a lack of validity of measurement (systematic bias). These two sources
of error are schematically diagrammed in Figure F-2. The reliability of
a measurement procedure is the extent to which the procedure produces the
same results each time it is applied (assuming, of course, that the object
or process being measured does not change). The validity of a measurement
procedure is the degree to which the procedure measures what it was inf-
tended to measure. Basic to this definition is the assumption that there
exists a "better" measure of the phenomena with which the measure under
question can be compared.
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screening procedure are an even more serious problem. Early treatment for

most health problems is expected to be less expensive in the long run and cer-

tainly better for the long range health of the child, because many of the health

problems found are potentially handicapping. This is particularly true for

economically disadvantaged children for whom good health care and continuous

health supervision (and thus the ability to detect previously missed health

problems) are much less likely than in the rest of the population. The in-

cidence and cost data presented in Chapters VII and VIII, therefore, must be

qualified with an understanding of these types of measurement problems.

Since the health providers understand that the results of screening

tests are not meant to be perfect, possible attempts by them to compensate

for errors add two other sources of variance to the data: (1) variance

caused by different interpretations of the screening tests (the cutoffs or

threshold levels used by different individuals interpreting the screen to

determine a positive test result); and (2) the decision of health service

providers in the diagnostic step in determining when treatment is needed.
1

These two sources of additional variance areschematically shown in Figure F-3.

If a screening test is to detect a health problem for which further diag-

nosis and treatment are relatively cheap (such as an anemic condition), then

the interpreter may lower the threshold level from line A (which represents

an average cutoff point) toward line C to eliminate as many false negatives

as possible. This, of course, increases the number of false positives and

their subsequent treatment costs.

1. In practice these two sources of variance may not be separable.
However, because the possibility exists, the theoretical discussion ad-
dresses them separately.
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If the screening test is attempting to detect a health problem for

which further diagnosis and treatment are expensive (such as some heart

defects)ithen the interpreter may raise the cutoff line from A toward B

to eliminate as many false positives as possible but with the danger of

increasing false negatives.

When he has decided to administer treatment which is inexpensive and

without undesirable aide effects (for example, an iron supplement for

anemia), the health service provider may move the cutoff for providing

treatment from line D (which represents an average cutoff point toward

line E. If the treatment is expensive and/or has other undesirable side

effects, the provider may decide to treat only those he considers in

critical need of treatment and thus move the cutoff line more toward

line F.

Because of these possible sources of variance in the interpretation

of screening tests, in the diagnosis, and in the decision to provide treat-

ment:

a. some health service providers will diagnose children as
abnormal that others would diagnose as normal, and

b. some health service providers will administer treatment to
children for health problems, whereas others would not
provide such treatment.

C. Error Variance in Health Start Data

The preceding discussion presented a systematic framework for identify-

ing different sources of error variance in the Health Start Quarterly Report

data. In the next section, the magnitude of different sources of variance

in the Health Start data is illustrated along with some of the reasons for

the variance. The section is illustrative rather than complete, because
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data are not available to identify contributions made by each source of

variance for all the measures obtained. The examples, at best, can provide

the reader with some understanding of thp magnitude of the variance in

certain measures; hopefully this will allow him to interpret more accurately

the health incidence data presented in Chapter VIII.

1. Reliability of Blood Tests and Interpretation of Those Tests

The blood tests given the Health Start children provide a unique

opportunity to examine the reliability of at least one type of screening.

Table F-1 indicates how the variance caused by the unreliability of the

test is related to the number of false positive and false negatives asso-

ciated with referrals. Fifteen percent of the children received both a

hematocrit and a hemoglobin test, and, for these tests, the scores as well

as the interpretations of' the test are available. Consequently, evalua-

tors can construct a rough idea of the unreliability of these two tests

when given to the same children, and they can detect the variations in

interpreting these test results across several projects.

Table P-1, reproduced from Chapter VIII, shows the number of chil-

dren screened, their reported hematocrit and hemoglobin values, and the

percent of that number who were reported as needing treatment. While the

correlation between the two tests is reasonably high, there are a number

of cases in which a child has a "normal" reading on one test and an

"abnormal" reading on the other. For example, 10 children receiving both

tests were above 36.0 on the hematocrit scale and under 10 on the hemo-

globin scale.1 One child was above 11.5 on the hemoglobin scale and under

26 on the hematocrit scale.

1. An acceptable hemoglobin reading for two-five year olds is above
11.0 grams and An.acceptable hematocrit reading for two-five year olds is
above 33 percent. Sources .Ten State Nutritional Survey 1968-1970, U.S.
Department of Health, Education, and Welfare, Publication No. (HSH)72-8132.
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Table F-1 also reveals even more variance in the interpretation of

the findings. For example, only 12 percent of the children with hemoglobin

values of 10.0 to 10.4 and hematocrit values of 32.0 to 33.9 were reported

as needing treatment, while 17 percent of the children with hemoglobin:

values of 11.0 to 11.9 and homatocrit'values of 38.0 to 39.9 were reported

as needing treatment. Equally surprising, only 83 percent of the children

with hemoglobin values under 10 and hematocrit values under 26.0 were

screened as needing treatment. Health Start data show a tendency among

those diagnosing the children to rely on the hematocrit teat instead of

the hemoglobin test when the two show slightly different results, possibly

because the hematocrit can be done more accurately.'

The blood tests are probably as reliable, if not more so, than most

of the other screening tests used in Health Start. Consequently the other

tests are likely to be even more variable than the blood tests, however,

evaluators lack sufficient data to obtain estimates of thin variability.

To obtain the data for making such reliability estimates the same chil-

dren would have to receive screening teats at least twice over a relatively

short time span. Health Start was not designed to provide this type of

information, heWever agencies responsible for developing health service

delivery models should expend some of their funds to obtain estimates of

the reliability of screening teats used in health screening programs for

children.

1. It is easier to determine an "abnormal blood state" with a
hematocrit than a hemoglobin test. A normal blood level cannot be defined
clearly through a hemoglobin test. However, if done properly, an accurate
test of hemoglobin concentration is the beat screening test for anemia.
Source: Head Start Health Services, #2, U.S. Department of Healtn, Educa-
tion, and Welfare, 1969.
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2. Another Istimste of P418 Positive late

Data taken from one projectl on 12 screening tests illustrates the

false positive problem. Table F -2 shows the total number screened, the

number detected as abnormal and referred for further diagnosis, the

number of those referred that completed the referral, and the number and

percent of those completing referral for which the screening finding was

confirmed. (100-minus the percentage confirmed is the false positive

rate, shown in the last column,)

Table P-2 indicates that the false positive rate ranges from 17 per-

cent to 100 percent with a median of about 50 percent. The problem in

drawing conclusions from these figures, of course, is that a crucial

factor is unknown--how many children with health problems were not

detected and referred for treatment (false negatives).

D. Variability in Prescribing Treatment

Once a diagnosis is made, there is the further decision as to whether

treatment should be administered. Decisions about dental work illustrate

how varied judgments about administering treatment lead to variability

among projects. Figure P-4 shows that the project averages of the number

of caries restored per child range from 0.1 to 11.1. The project with an

average of 11.1 caries per child was baied on 28 children - -a fairly large

number. National statistics shows that a reasonable average number of

caries for pre-school children is two to four.
2

1. Data are from 1971-72 Tulsa Health Start project, using multi-
phasic screening. Tulsa was the only Health Start project in the two
year demonstration that reported false positives.

2. The Health Start data only include the caries repaired; not the
total number of caries. Therefore, in projects not completing All. dental
treatment we expect the incidence of dental caries to be higher Ilan the
reported number of caries restored.



?;;14

---TAELE.P -2

EXAMPLE OP FALSE POSITIVE RATE

Data Source: Tulsa Health Start Project, March 1972

Teat

Total
Nuiber
Screened

Number
Referred

Number
Completing
Referral

Number
Confirmed

*ercent

Confirmed
Completed

False
positive'

Rate

.17ision

a. Suellen Chart 1803 78 41 25 61 39
b. Other Problems 1803 139 74 54 73 27

2. Audiometric 1741 172 59 22 37 63

3. Cardioscan 1803 82 24 9 38 62

4. Dental 1803 330 148 95 64 36

5. E.N.T. 1803 53 42 21 50 50

6. Hematacrit 1803 37 26 18 69 31

7. Urine-Protein 1803 49 31 5 16 84
Sugar 1803 3 2 0 0 ..100

8. Tuberculin 1726 9 9 6 67 33

9. Speech 1803 259 140 116 83 17

10. Social Dev. 1803 53 20 8 40 60

11. Orthopedic 1803 112 73 40 55 45

12. Other Medical
Problems 1803 107 53 33 62 38



Expected Rangel

6 10 11 12

Maim Number of Caries Restored Per Child

Figure F -4 --Mean Number of Caries Restored Per Child Per Project (27 Projects)
Children per project ranges from 17 to 272.

1. Source: Health Start Quarterly Health Reports, June 1973.
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Some of this variation can be accounted for as true variance. Children

in areas with flouridated water had an average of 1.8 caries repaired per

child receiving dental treatment while children in nonflouridated areas had

an average of 4.2 repaired caries per child receiving dental treatment. While

these findings can help explain the variability at the lower end of the graph,

they do not explain the extremes at the upper end of the graph.

Because data were collected only on the number of caries repaired and not

on the number of caries present, project statistics represent work completed,

not the true prevalence of dental problems. Variations in the data could be

related to decisions whether to repair caries. In one project, rather than the

screening done by a dentist, the physician conducting the physical exams, made

referrals to a dentist when he thought a child needed dental treatment.

In the same project, a dentist restored carious teeth only if a child had aft

or more caries, so the average number of caries repaired in that project prob-

ably is not a good measure of incidence of caries in that project. While these

examples are undoubtedly extreme, other similar and 1688 extreme decisions also

caused variability among the projects that was not due to true variation in the

health status of the children.

E. Cost and Error Rates in Screening Tests

The above examples indicate that, in some projects and under certain con-

ditions, screening error rates could be high. Thus it is reasonable to ask

under what conditions screening is or is not cost-effective.
1

The purpose of

this section is to shed some light on that question.

1. One factor not considered here is the experience of those conducting
the screening. Inexperienced individuals may misread test results which can
affect their referral rates. It is possible that more experienced individuals
are more precise, which would make their work more cost-effective.
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The tradeoffs involving costs and error rates in screening tests are

the topic of a simple analytic model which has been developed to produce

some illustrative numerical examples.. For this analysis, screening tests

are assumed valid but not completely reliable.

1. A Model

The purpose of a screening test is to identify children with health

problems and to analyze further and treat only those who are in need. The

following model is based upon one "benefit" and two "cost" measures:

Benefit: The number of children treated who need treatment.

Cost: The number of children who needed treatment but were not so
identified (i.e., false negatives)

Cost: Dollar costa of detection and treatment of health problems

The parameters of the model are displayed in the flow diagram below.

(In the diagram the children "OK" and the children "Not OK" are separated

only for the purpose of defining the parameters.)

fl Screen

SC/child

Pk Negative

Screen

child

P

ositive

Diagnoais

/110,
1-P0 Treatment

Negative

110.
Treatment

Positive ST/child

(1-Pn) False (1-Rn) False
Negative Negative

1. The diagnosis component of the model, represents all activity per-
formed on children with positive screening results prior to treatment or to
being declared as not needing treatment by an authoritative medical opinion.
These activities can include rescreening, further testing, analysis of health
history and test results, and the professional diagnosis.
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The parameters are defined as follows:

II = fraction of children who are really OK

(1-11)= fraction of children who need treatment

Ii - probability that an "OK" child will be correctly identified
by the screening test

(1-Rk)= false positive rate for screening test

C = cost per child for screening

Pn = probability that a "not OK" child will be correctly identified
by the screening test

(1-P
n
) = false negative rate for Screening test

Rk, Rn correspond to Pk and Pn for the diagnostic procedure

D = cost per child sent for diagnosis

T 0 cost per child sent to treatment

The purpose of the diagnostic component in the model is to separdte

the added cost of dealing with children who are false positives from the

screening test. In other words, it costs D dollars to "treat" a child who

is OK and D4T dollars to treat a child who is not OK. The tradeoffs

involving increasing screening costs, C, to buy decreasing error rates

(false negatives and false positives, denoted by 1-pn and 1-R) will be

explored.

For each child sent to screening the following average values' will

result:

1. See flow on page P-17.
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sick children treated le (141) Pn lin

well children "treated" m Op (1-Pk) (1-Pk)

treatment costs T[1-11) Pn % + n (1-Pk (1-R
k

children diagnosed is n (1 -Pk) + (1-n ) Pn

diagnosis costs imi D [ n (1-Pk) + (1-II)-Pn]

false negatives m (141) C(1 -p, + P (1-Bd]

screening costs ...

C

Since there are one benefit (sick children treated) and two costs

(i.e., dollar costs and false negatives) and two "benefit-cost" measures

can be formed:

M total'money costs
sick children treated

- false negatives
sick children treated

which are computed as follows:

MmC+ D ri(1 + 1-11

(1-ri ) Pn An

1-Pn) + Pn (1-141)]

141 ) Pn Rn

Rn, + n (1::1)k) (l-Rk)1

A typical screening procedure is depicted in Figure F-5. For a given

price of C dollars per child, a screening result is obtained which will

either fall in the negative or positive region (on the vertical axis), and

this may or may not indicate the true health needs as shown on the horizontal

axis. For a typical screening test the results will fall somewhere in the

dashed oval region. At a higher price some perfect screening procedure is



Screening Result

Threshold
Level

Positive

Negativw

r/AP

False
Posit iveA

( ,/

/

High Cost,

// Perfect Screeniu

Low Cost,
Imperfect Screen

/ False
/ Negatives

ImIllw

Treatment
Heeded

True Health Needs

Need
Treatment

amasolls.

Figure F-5-,Joint Distribution of Screening Heeult and True Health Needs
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depicted by the dashed line. By adjusting the threshold level in an imper-

fect screening procedure, the number of false negatives will increase as the

false positives decrease, or vice versa.

For the purposes of a numerical example, the tradeoffs between screen-

ing costs and error rates will be assumed to be as shown in Figure F-6. At

a cost of zero one can randomly assign children. to the positive and negative

categories and fall somewhere on the "C=0" line. Moving the threshold level

up in Figure. F-5 corresponds to moving up along a curve in Figure F-6; false

negatives increase and false positives decrease.

For the examples it will be assumed that the diagnostic procedure works

without error, namely it correctly rejects all false positives from the

screening test.
1

This is to assume Rk = Itn" 1.0, which allows simpler

expressions for the ratios of false negatives per sick child treated and

total dollar cost per sick child treated, namely:

1-P
F = --AL,. false negatives/sick child treated

Pn

11
rT4 11.(14hr)

(D T) = total dollar cost/sick child treated
(1-n) Pn

Now the cost per sick child treated can be seen to consist of the cost

of pre-treatment (re-screening and diagnosis) and treatment (1)+T) added to

the cost of screening all children and re-screening children with the false

positive test results. Since the cost NI is independent of screening trade-

offs, only the variable screening coat will be considered, namely:

C+Drkl-Pk)M = = variable Costs/sick child treated which is the8 Pn

ratio of total screening costs to sick children treated.

1. We make this assumption because the purpose is to address the cost/
benefit of a screening program. -In reality, a diagnosis is in most cases a
medical opinion which implies individual interpretation of available medical
data which could result in variance of diagnosis among practitioners.



(1-Pn)

False
Negatives

C Cost per Screening

.5 . .7 .8 .9 1.0

(1-Pk) False Positives

Figure F-6--Error Rates and Screening Costes A-Hypothetical Case
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2. A Specific Numerical Example: Blood Tests

Health Start data show variations in both the use of hemoglobin

and hematocrit tests and in the interpretation of the results of the tests.

This discussion will focus on various decision options related to use of blood

tests in a screening program.

For this example several assumptions have been made about the quality

of the tests: (1) a hemoglobin determination done properly is not just a

screen, but an accurate test for anemia.' However, Health Start data show

wide project variations in interpreting the hemoglobin results (i.e.,

determing normal and abnormal readings). We make an assumption that

the hemoglobin tests done in Health Start were often not done precisely

(either. because of lack of skill or equipment). Therefore, for the purpose

of discussion here, "Health Start hemoglobin determinations" should be.

0 considered either rough screens or inaccurate tests. (2) Because of the

first assumption about the quality of Health Start hemoglobin determinations,

the "Health Start hematocrits" appear to be more precise tests than Health

Start hemoglobin tests (possibly because they are so simple and accurate

to perform). Hence, for discussion purposes, we will consider the

Health Start hemoglobin a blood screening and the Health Start hematocrit

the more precise test.

Three possible decisions about using blood tests in a screening program

aret (1) to administer both tests to all children, (2) to give only one

test (either a hemoglobin determination or a hematocrit) to all children,

.(3) to give two blood tests--the first as a screen sad the second to

verify the findings of the first test. Health Start projects did al1.4.of

the above.

1. See Head Start Health Services Rainbow Book 412.
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This example is based on a case where the hemoglobin tests is used as

a screening, followed by a hematocrit for all children with positive results

on the hemoglobin. The model is used to demonstrate (with data from Health

Start) the cost-benefit tradeoffs involving the two blood tests. First,

estimates are required on the error rates and relative costs of each test.

Since an independent assessment of the blood test results was not available,

the error rates were estimated by using the results of one test as a stand-

ard against which the error rates of the other can be determined approxi-

mately. Second, estimates on coots are needed. The limited data on the

costs of hematocrit and hemoglobin tests show that Health Start hemoglobin

tests cost between $0.11 and $1.50 per child and hematocrits between $1.00

$5.00. If a hematocrit is:in fact more expensive, as the reported

costs in Health Start would indicate, then its use must,be justified by

lower error rates. Thus, for this example, we assume that in Health Start

the error rates for allematocrit were lower and the coat higher than for

a hemoglobin determination.

A cautionary note: the interpretation of the teat results by Health

Start projects differ slightly from the assumptions made by the evaluators

to develop the numerical example. One assumption was that hematocrit

values below 33 percent define sick children, and as a consequence, the

threshold level for a hemoglobin teat, if used, should be about 11.gr/100 ml.

The interpretations reported by Health Start projects are summarized in

Table P-3 which, for six categories of test results, shows the percent of

children in a category who were identified as needing treatment. Both

the hemoglobin and hematocrit values have a significant influence on the
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TABLE F-3

PERCENT OF CHILDREN REPORTED NEEDING TREATMENT FOR
VARIOUS CATEGORIES OF BLOOD TEST RESULTS IN HEALTH START

(WITH ± ONE STANDARD ERROR OF ESTIMATE)

Hemoglobin Result
Under 11
gm/100 ml

58% (+5%)

11 or Over
gm/100 ml

17% (+4%)
Hematocrit

Result

Under 32%

32% to 34% 12% (±4%) 15% (+4%)'

Over 342 202 (+52) 62 (+12)

percent reported needing treatment if one value is held constant and the

other test result is allowed to vary, as is shown in Table F-3.

The results of applying the model are presented in Table F-4. Two

choices could be made: (1) the hemoglobin test could be used as a screen,

and if used (2) a hemoglobin threshold level could be set below which

the test results will be considered positive.

The table shows the relationship between the threshold level (Column 1)

and the error rates for the hemoglobin test (Columns 1 and 3). Column 4

presents the number of false negatives produced by the hemoglobin test per

sick child reaching the hematocrit test. The total screening and diagnosis

cost per sick child treated (Column 5) reaches a low when the hemoglobin

threshold level is set at 11 gm/100 ml. (This is computed from

the formula for M in the model.) However, by not using the hemoglobin

test at all, the false negatives per sick child can be reduced from 0.35

to zero while only increasing the total screening and diagnosis cost

per sick child treated from $20.07 to $21.30. This cost increase translates

_ into paying 03.52 for each sick child who would not have been correctly

identified (false negative) by the hemoglobin test.
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TABLE F-4

RESULTS OF EXERCISING MODEL FOR HEMOGLOBIN SCREENING

Hemoglobin

Threshold Level

(gm/100 ml)

Estimated
Error Rates

For Hemoglobin Test False
Negatives
Per Sick

Child
Treated

Total
Screening

and
Diagnosis
Cost Per
Sick Child
Treated

Cost of a 1

Hemoglobin
Test Above
Which It
Is Not

Advantageous
To UseThelks;

False
Positive

(1-Pk)

False
Negative

(1-Pn)

(1) (2) (3) (4) (5) (6)

10 1% 67% 2.0 $35.60 $ 0.81

11 9% 26% .35 $20.07 $ 1.62

12 42% 4% .04 $22.35 $ 1.35 .

13 78% 1% .01 $27.76 $ 0.54

14 95% 0% .00 $30.64 $ 0.09

Test Not Used - - 0 $21.30 .

Key Assumptions:

Cost of Hemoglobin Test = $1.50/Child
Cost of Hematocrit and biagnosis =.$3.00/Child
Percent of Population really sick m 15%

-- --- --------b

The last column (6) of Table F-4 presents the cost of a hemoglobin test

above which it is never advantageous to use the test (under the assumptions made

above). This is the amount at which the total screening and diagnosis cost

. per sick child treated using a hemoglobin teat would be equal to the cost

when the hemoglobin test was not used. (This is shown in the bottom row

of the table.) This does not account for any additional amount that one

would be willing to pay to avoid false negatives (which was assumed above

to be at least $3.52 per each false negative avoided. This "cost" of false

negatives translates into a "breakeven" cost of $1.35 per hemoglobin test

rather than $1.62 calculated under the assumption of no value placed on

false negatives. Since for the 'example the assumed cost of a hemoglobin
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teat was $1.50 the "breakeven" cost for a hemoglobin teat is either above

the assumed cost if a dollar value is placed on false negatives or below the

assumed cost. From the example, one can conclude that a hemoglobin test of

the average quality found in Health Start is cost-effective to use only if

its cost per child is no more than one-half the cost of a hematocrit.

3. More General Numerical Examples

Three numerical examples have been computed with assumptions

as follows:

EXAMPLE NUMBER
, AND FIGURE

FRACTION OF
WELL CHILDREN

n

COST OF
DIAGNOSIS

D

Figure IV -7 0.9 $20

Figure IV-8 0.5 $20

Figure IV-9 0.9 $50

The three examples show, for various screening tests, the possible false

negatives and screening cost per sick child treated. These examples bracket

the ranges found in the Health Start data.
1

Suppose the false negative

rate is held constant at 0.1 as shown for the four small circled points in

1. The parameter values for these examples were established to reflect
the range of conditions found in Health Start data. For example, the frac-
tion of screened children needing dental treatment is 0.5 (corresponding to
iv. 1,0.5 0.5 in Figura P-9). However, on the average, a Health Start screen-
ing test had about 10 percent chance of producing an abnormal result (corres-
ponding to rim 1-0.1 09-in Figures P-7 and F-8). The average cost of a
dental exam vas-$11.50 and projects reported a range of costs for dental-
exams from $1.00 a child to $26.00 a child. (The latter amount probably
--includes more-than dental screening, X-rays.) The average cost of
the various screening-testa ranged from $2.00 to $11.50.
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Figure F-6. By increasing the cost per screening from $0 to $15, the false

positive rate decreases from 0.9 to 0.17, and*the false negatives per sick

child treated are constant at 0.11. The variable screening cost per sick

child treated is shown in Figure F-8 at the four circled points. In

this case more expensive screening tests result in decreased total screening

costs per sick child treated. However, for the conditions assumed for

Figures F-7 and F-8, the variable screening cost per sick child treated

generally increases for more expensive screening teats.

Now suppose the unit screening cost (C) is held constant and the con-

sequences of moving the threshold level in the screening test (see Figure P-6)

are explored. By decreasing the false negative rate, the number of false

negatives per sick child is reduced, but at low levels this causes an in-

crease in the total screening costs per sick child treated.

Figure F-9 can be considered a base case for the example. An assumed

90 percent of all children screened are not in need of treatment and diag-

nostic costs are $20 per child. Expending more money for lower error rates

in screening,does not generally decrease costs. In Figure F-8 the diagnostic

costs are increased to $50 per child, and other parameters are the same as

for Figure F-9. In Figure F-9 the conditions are favorable for increasing

money spent on screening, which decreases screening errors enough to result

in lower total costs. The assumed parameters for Figure F-9 are similar to

Figure F-8 except that the percent of children not needing treatment has de-

creased from 90 percent to 50 percent. In this case, money spent on better

screening tests results in higher total cost of the health program.
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P. Conclusions

As can be seen, determining the conditions under which screening is cost/

olf3ctive is not a simple process. Only with the proper combination of (1)

high coat of diagnosis, (2) low percent of children needing treatment, and

(3) rapid decrease in screening error rates per increase in screening coats

is it better to utilize a screening procedure. Under such conditions, there

is a substantial tradeoff between false negatives and total screening costs

per sick child treated. This tradeoff can be achieved by varying the thresh-

old level of the screening test.

Data of this type were not used for the development of the Health
4

Start screening program. The above conclusions suggest that obtaining

such data on the tradeoffs would have a very great payoff and should be of

high priority for agencies and organizations involved in delivering health

services to preschool children. Such evaluation suggests that an appropriate

HEW agency invest funds in research to obtain the necessary data for obtaining

a better understanding of these tradeoffs than now exists. This would not

only benefit a program like Head Start but also the HCH and the Title XIX--

Early Periodic Screening, Diagnosis and Treatment programs.




